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NEW ENGLAND SURGICAL SOCIETY 


ACUTE PANCREATITIS* 


BY ROYAL P. WATKI 


HIS paper is concerned only with the clin- 

ical side of acute pancreatitis and is based 
on a study of 18 cases treated at the Worcester 
City Hospital. Six were on my own service and 
for the privilege of studying the others I am in- 
debted to the other members of the Surgical 
Staff. All of these cases were operated, the 
method being essentially the same in all and con- 
sisting in drainage of the lesser cavity by one 
or another route, together with drainage of the 
gall-bladder in three of the four cases associated 
with cholelithiasis. Ten of the series died. 

The etiology in one case seems to have been 
traumatic. At any rate it followed definite 
trauma to the upper abdomen. I shall not take 
up the discussion of the etiology in general. 

The diagnosis is a great stumbling block 
though Sir Berkeley Moynihan in his book on ab- 
dominal operations expresses himself as being 
unable to understand why this should be so. He 
gives a very graphie and very complete deserip- 
tion of the symptoms and after reading it you 
will agree with him that the diagnosis should be 
easy. Indeed when I read the history and the 
report of the local examination in most of the 
cases included in this paper I wonder why we did 
not make the diagnosis. When the ease is before 
you, however, it is not easy. The differential di- 
agnosis depends largely on a difference in 
degree rather than in kind of symptoms; the 
pain is more excruciating than that of gall stones 
or of perforated ulcer, the vomiting is less pro- 
fuse than in intestinal obstruction, the prostra- 
tion is more profound than in any of the things 
it is likely to be confused with and the rigidity 
is less board-like than in perforated ulcer. ‘To 
make these distinctions and interpret them cor- 
rectly requires experience and the average sur- 
geon who is likely to see only one or two eases 
a year is bound to have difficulty in making a 
positive preoperative diagnosis in all but the very 
severe cases where of course the symptoms are 
more typical. The cyanosis deseribed by Hal- 
sted I have never seen and I have not tried the 
adrenalin test. 

I have no doubt, however, if we keep it in 


*Read before the Annual Meeting, Manchester, N. H., 
ber 1, 1927. 
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tFor record and address of author see ‘‘This Week’s Issue,” 
page 648. 
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mind as a possibility in acute upper abdominal 
conditions we will make the diagnosis oftener 
than we have in the past. In our cases a pos- 
itive preoperative diagnosis was made in four. 
In four others it was put down as an alternative. 
The other diagnoses were ;-— 


Surgical abdomen 2. 

Rupture of viscus 2 

Appendicitis 2 

Upper abdominal tumor 1 

Intestinal obstruction 1 

Cholecystitis-Pancreatitis 1 

Stone in common duct or Pancreatitis 1 

Perforated duodenal ulcer or Pancreatitis 2 

Acute abdominal crisis 1 

Cholelithiasis 1 

According to the classification of Fitz in 1889 
which still obtains, Acute Pancreatitis oceurs in 
three forms; hemorrhagic, gangrenous and sup- 
purative. These are really stages of the same 
process occurring in the order named. All of 
the eases I am reporting were of the hemorrhagic 
type except case VI which I diagnosed at the 
time of operation as a hemorrhagic cyst. In the 
light of its later development and of the antopsy 
findings it appears that we had a case which 
went through all three stages under our eves. 
(Read Case VI here.) 

(Read Case I.) In view of the continuance of 
the attacks after operation may it not be open 
to question as to whether she would not have 
recovered without operation. 

Case IIT is interesting because of its possible 
etiology. It is important to know whether there 
had been previous symptoms, but this does not 
appear in the history. 


TREATMENT 


It seems apparent that the symptoms of this 
disease, except the pain, are due to an over- 
whelming toxaemia. The rational treatment then 
should be to relieve the system of the toxic prod- 
uct, and to remove the cause of its production. 
It is almost universally agreed that the best we 
ean do toward the first requirement is to drain 
the pancreas, and in the actual practice of most 
surgeons this is all that is done. 

If there are stones in the gall-bladder or if it 
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is definitely diseased and the condition of the pa- 
tient will allow it, the gall-bladder is drained or 
removed ; the common duct is relieved of stones 
and perhaps drained ; a stone in the ampulla of 
Vater would be removed. These measures are 
more directly aimed at the cause. 

The approach to the pancreas is through the 
gastrohepatic omentum, the gastrocolic omen- 
tum, the transverse mesocolon or very rarely 
through the back. It is advised by most authori- 
ties that the capsule be incised and by some that 
the gland tissue be penetrated. In my own cases 
with one exception, it seemed to me evident from 
the bloody fluid that the capsule was already rup- 
tured and that further cutting or tearing was 
unnecessary and perhaps would be harmful. 

In only three of all our cases was the capsule 
incised, and in one torn through by the finger. 
Three of these eases were among those who died. 
I do not find that it is very often possible to see 
the pancreas. It is obscured by the bloody fiuid 
which cannot be wiped away and I must content 
myself with what I can learn as to its condition 
by the sense of touch. I find in our records it is 
deseribed as hard, swollen or soft. Of the six 
swollen ones three recovered and three died, of 
the hard three recovered, none died and of the 
soft, one recovered and five died; these were ap- 
parently the more toxic cases. 

Cigarette drains were used in all of our cases 
except in the second operation on one of them 
where rubber tubes were used. The drainage was 
through the gastrohepatic omentum in eight, the 
gastrocolic omentum in five, the transverse meso- 
colon in one, foramen of Winslow three, and com- 
mon duct one. 

Of those drained through the gastrohepatic 
omentum (eight) only one recovered; those 
drained through the gastrocolic (five) all re- 
covered; through the foramen of Winslow, one 
recovered and two died. The one drained 
through the common duct recovered. The duct 
was occluded by a stone which was removed. 

The gall-bladder was drained in additior to 
the other drainage in three. Two of these died. 
The inference would seem to be that the drain- 
age is more efficient by way of the gastrocolic 
omentum. I cannot see, however, why it should 
be so much better than that by way of the gas- 
trohepatic. 

I am sure that drainage through the foramen 
of Winslow is unsafe because of the uncertainty 
of the drain staying in place. 

The time elapsed between the onset of the last 
attack and operation was about the same in those 
who recovered and those who died; in those who 
recovered the shortest time was twelve hours, 
the longest ten days and the average 3.6 days. In 
those who died the shortest time was three hours, 
the longest time three weeks and the average 
four days. I am unable to make any deduction 
from these cases as to when is the most favorable 
time to operate. In one case which had pro- 
gressed fairly well for three days, operation 
seemed to precipitate acute symptoms from 





which she died. Another case had been s 
three days and entered the hospital with a nop. - 
mal temperature. Eight hours after leelas 
her temperature, pulse and white count went u 
and she was operated. She recovered. ' 

If it is true that the symptoms are due to ab. 
sorption of the toxic product of a diseased pan 
creas it would seem best to operate as soon ag nes. 
sible. 

There was a history of previous symptoms in 
five of those who recovered and in five of those 
who died. There were no previous symptoms in 
three who recovered and in four who died. 

Of the patients who died three lived less than 
twelve hours after operation, four lived less than 
forty-eight hours. These I think without ques. 
tion died of toxaemia of the disease. One liyeg 
twenty-three days and died of sudden masgiye 
hemorrhage. She would have died soon, how. 
ever, from the complete destruction of the pan- 
creas. One lived eight days and died of peritop. 
itis. One lived eleven days and after recovering 
from the toxic symptoms died of an embolus. 
The last two were perhaps surgical deaths, Al] 
of the others, I feel sure, would have died just 
the same without operation. 

From a comparison of this series with some 
others which have been reported it is evident 
that our mortality is too high. Perhaps this is 
because more of our cases were of the very acute 
type which nothing would save. I like to.think 
so. If, however, operation is to accomplish any- 
thing it must be by adequate drainage and I am 
not satisfied that my own personal efforts in 
this particular have been entirely adequate. I 
shall in the next cases use a rubber tube drain 
packed around with gauze after the method of 
Moynihan, and drain the gall-bladder whenever 
possible whether it is definitely diseased or not, 

How many of those who recovered would have 
recovered without operation ? 

Until we reach the point where we can feel 
sure we are right when we have made a diag- 
nosis of Acute Pancreatitis, and have tried out 
enough of them without operation to be able to 
make a reasonable comparison, we cannot say 
with certainty which is the better treatment. 
Up to the present time the diagnosis is not very 
often made. When we do make it there is still 
some uncertainty in our minds as to whether it 
may not be some one of the other conditions 
which we know we ean relieve by operation. Be- 
cause of this uncertainty few of us, I believe, 
would have the courage to let one of these cases 
go even though we believed that the chances for 
recovery in Acute Pancreatitis were as good or 
better without operation. We do not believe 
operation will do any harm and it may be we are 
not right in our diagnosis. 

In the light of our present knowledge and ex- 
perience then, we must continue to operate. 

I will report in some detail the six cases of my 
own and cite the others briefly. 

Case I. Female, Age 14. Admitted April 20, 1923. 
Admission temp. 99.8, pulse 100, W. C. 20,800. B. P. 
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Number 12 
Me was admitted to the Medical service at 
ory gen transferred to Surgical at 9.50 P. M. 
operated at midnight. Between time of admis- 
oo ese time of transfer to Surgical service tem- 
st rose to 102 and white count to 28,600. 

The history of the case is as follows:—Comes for 
relief of abdominal pain lasting three days. During 
the past year has had six or seven mild attacks of 
similar nature, and one six weeks ago which lasted 

e day with nausea and vomiting. After that she 
= quite well until three days ago when she was 
rather suddenly taken with pain in both hypochon- 
dria, chiefly on right. Has vomited green material 
for three days. Bowels have not moved for two days. 
Pain is constant, aching (has not eaten since onset) 
gevere enough to make her groan and cry. 

The local:—There is extreme tenderness in epi- 
gastrium, more marked slightly to left of mid-line. 
There is also tenderness in lower left and right quad- 
rants. Pressure over left side causes pain over ap- 
pendix. The muscle spasm is more marked above 
navel on both sides and with pressure it is nearly 


rigidity. 


Probabilities :— 

Appendicitis 

Perforated Ulcer 

Ruptured Liver Abscess 

Acute Pancreatitis 

The Pre-operative Diagnosis on the operation sheet 
was “Surgical Abdomen.” 


Operation :— 

Right rectus incision from free border of ribs 
downward 5”. On opening abdomen a considerable 
quantity of blood stained fluid escaped. A number 
of small areas of fat necrosis were noted in the great 
omentum. Exploration showed a tumefaction in the 
upper right abdomen, apparently behind the periton- 
eum, which was found to be the head of the pancreas. 
Over it coils of intestine were adherent to it and to 
the transverse mesocolon covering it. The foramen 
of Winslow was free and the blood stained fluid was 
issuing from it. It was not deemed best to separate 
the adhesions because of the danger of rupturing the 
gut, of causing further damage to the pancreas itself 
and of unnecessary contamination of the general peri- 
toneal cavity. Also it seemed that adequate drain- 
age could be provided through the foramen of Win- 
slow. A cigarette drain was therefore placed into the 
lesser peritoneal cavity through this foramen and a 
second drain into the right kidney pouch. Wound 
closed in layers leaving exit for the drains. The gall- 
bladder was normal, stomach and pylorus were nor- 
mal. 


Post-operative progress: — 


Temperature dropped by lysis in seven days to 
normal. Pulse between 90 and 100. Abdomen drained 
a practically clear fluid slightly blood tinged at times 
and this fluid had no digestive action upon the sub- 
cutaneous tissues or skin. Urine was negative for 
sugar and there were no fatty stools. 

In the 12 days following operation she had four 
attacks of epigastric pain with nausea and vomiting. 
These required morphine to relieve and the duration 
was six to eight hours. Each attack was similar to 
bi we she experienced on entrance to the hos- 
pital. 

After 12 days she had no pain, was on house diet 
and was discharged on 37th post-operative day. Drain- 
age had ceased at end of three weeks. 


Case II. Female. Age 54. Admitted March 26, 
1922 at 9.55 P. M. Pulse 120, Temp. 99.4. General 
condition very poor. Abdomen distended with gas 
and tender throughout. There is increased tender- 
hess and rigidity over the whole right abdomen with 








localized tenderness and pain on slight pressure over 
McBurney’s point. Patient is groaning with pain and 
belching gas. ; 

Present illness began two days ago with severe 
sharp pain in right hypochondrium with vomiting. 
The pain gradually lessened and the most distressing 
feature was gas until this afternoon when the pain 
localized in the right lower quadrant over the appen- 
dix. 

Has had attacks of indigestion occasionally. 

The admission diagnosis was Acute Appendicitis. 
She was operated the night of admission, the pre- 
operative diagnosis being recorded as Surgical belly; 
acute appendicitis or cholelithiasis. Right rectus in- 
cision opposite umbilicus, later extended upwards to 
free border of ribs. On opening peritoneum abdomen 
was found to be filled with bloody fluid. The omen- 
tum, which was very fat, was studded with small 
whitish spots. These conditions made it seem prob- 
able that we were dealing with a hemorrhagic pan- 
creatitis. The right edge of the omentum was firmly 
adherent to the lateral abdominal wall. The stom- 
ach and duodenum were firmly fixed posteriorly. The 
head of the pancreas could be felt and was large and 
soft. Adhesions.in that locality were dense and be- 
fore it was possible to get into the lesser peritoneal 
cavity the patient’s condition made it seem best to 
insert cigarette drains down to the region of the fora- 
men of Winslow and close the belly. The gall-bladder 
contained stones. The patient died seven hours after 
completion of operation. 


CasE III. 
1922. 
140/60. 

History from private notes.—About five days ago 
was riding in back seat of automobile when car col- 
lided with an obstruction and she was thrown against 
the back of the front seat, striking her abdomen. I 
saw her four days after the accident in consultation 
with her family physician. She had been having some 
pain and some tenderness in upper abdomen ever 
since the accident. There had been no vomiting and 
there was no muscular spasm or rigidity. My note 
says “‘suspect internal injury but symptoms are not 
severe or definite enough to make a diagnosis.” The 
doctor called me up the next day and reported that 
tenderness was greater, and there was some disten- 
tion and she was vomiting. I advised him to send her 
to the hospital which he did. 

On admission patient looks sick and toxic. Is com- 
plaining of a good deal of pain in upper abdomen. 
The abdomen is markedly distended symmetrically on 
both sides but most marked above the navel. There 
seems to be diffuse tenderness and involuntary spasm 
most marked in epigastrium. There is dullness in 
each flank which shifts about 2” on turning on either 
side. The distention rapidly increased and spasm 
and tenderness became more marked. She was oper- 
ated eight hours after admission. 

Pre-operative diagnosis:—Probable rupture of vis- 
cus. 

Median incision above umbilicus. On opening peri- 
toneal cavity it was found full of dark-colored fluid 
blood. Omentum was studded with small necrotic 
areas making it evident that the trouble was in the 
pancreas. By exploration it was found that the blood 
was coming through the foramen of Winslow. An 
opening was made into the lesser peritoneal cavity 
by tearing through the gastrohepatic omentum. The 
head of the pancreas could be felt and gave the sensa- 
tion of palpating a sponge. A gauze packing was in- 


Female. Age 25. 
Pulse 112, Temp. 101.4. 


Admitted July 25, 
W. C. 13,400 B P. 


serted down to the head of the pancreas and wound 
closed anatomically, leaving exit at upper end for the 
packing. 

The temperature came down by lysis and the dis- 
tention gradually decreased so that on the 8th day 
the temperature was normal, the abdomen flat and 
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soft and the patient comfortable. The packing was re- 
moved on the 5th day and a rubber tube inserted 
which was removed on the 8th day. The pulse stayed 
up to 120-130 till the 8th day when it began to drop 
and on the 10th day was 100. At 5 in the morning of 
the 11th day the patient became cold and clammy with 
a slow feeble pulse. Half an hour later she com- 
plained of choking and began to get cyanotic. She 
grew rapidly worse and died at 6.50. The skin wound 
was opened the whole length. There was no hemor- 
rhage and drainage sinus was not occluded. The sub- 
cutaneous tissues were necrotic. The terminal symp- 
toms seemed to be those of pulmonary embolus. 


Case IV. Male. Age 43. Admitted 12.15 P. M. Feb. 
12, 1923. Temp. 99, Pulse 72. W. C. 26,000. Has had 
“stomach trouble three or four years”. Acute pain 
began one hour before admission. He is pale, sweat- 
ing and feels very chilly but no actual chills. Pulse 
weak and thready, appearance of shock. Complains 
of extreme pain and soreness in epigastrium and cries 
out when moved or palpated over epigastrium. Board- 
like rigidity over both upper quadrants and consid- 
erable spasm in both lower quadrants. No tenderness 
in right lower quadrant nor elsewhere than epigas- 
trium. No dullness in either flank. No history of 
trauma. 

Operation at 1.30. Pre-operative diagnosis—Rup- 
tured viscus. Median incision from ensiform to below 
umbilicus. As peritoneum was opened a considerable 
amount of bloody fiuid escaped. Gall-bladder was 
found full of stones. There was no evidence of rup- 
ture of stomach, duodenum or intestines. There was 
a large hemorrhagic area in region of duodenum and 
pylorus. 

An opening was made in the gastrocolic omentum 
and a large amount of bloody fluid escaped from the 
lesser cavity. Pancreas was palpated and found to be 
swollen and enlarged. Wicks packed in. Gall-blad- 
der was opened and stones removed. A tube was in- 
serted and sutured with a double purse-string suture. 
Wound then closed in layers leaving exit for the 
drains. 

Patient died at 2.25 P. M. the following day. 

CasE V. Female. Age 45. Admitted 1.05 P. M. 
Dec. 6, 1926. Pulse 120, Temp. 110.4, W. C. 12,300. 
B. P. 140/110. Blood sugar .14%. Chief complaint— 
Pain in epigastrium and vomiting. Last Monday (nine 
days ago) was taken with a rather severe “sick stom- 
ach,” felt as if she was nauseated but no vomiting. 
She went out in the air and felt better. Tuesday no 
symptoms and felt good until Thursday when she 
had some sick stomach, no definite pain. Friday 
again sick. On Saturday had one bad spell but after 
this ate a very hearty supper. All of these spells 
were accompanied with eructation of a great deal of 
gas. Sunday morning (3 days ago) following the 
taking of a mouthful of food was taken with a severe 
pain in epigastrium. This was so severe that it 
doubled her up and made her cry out and she had to 
go to bed. In a short time she was taken with a 
severe vomiting of bile. Pain was continuous for 
some hours and then would come at ten minute in- 
tervals. Had a narcotic at night. On morning of 
admission felt good, complained of some general pain 
and was tender in right lower quadrant. On her way 
to the hospital she vomited considerably. During the 
week she had taken a good deal of laxative. Had an 
attack similar to the onset of this one about one year 
ago. About two months ago she fell and injured her 
left lower ribs. Has always had much gas,—eructa- 
tions and flatus. Abdomen is markedly distended 


throughout, is tender all over abdomen with area of 
greatest tenderness in low epigastric or high umbil- 
ical region, does not extend particularly to left or 
right. 


There is a slight increase in muscle spasm 








a 
in right upper rectus—not particularly definite. Re 
bound tenderness marked. 

Operation immediately after admission. Py 
ative diagnosis—Appendicitis, acute, Perforated, 
Right rectus incision opposite umbilicus, on gy 
that it might be an upper abdominal condition, 
opening the peritoneum there escaped a small] amount 
of brownish fluid and the omentum was seen to pg 
dotted with whitish spots of fat necrosis making the 
diagnosis of acute pancreatitis evident. This wound 
was closed and a high right rectus incision was made 
On opening peritoneum there was a large amount of 
bloody fluid escaped. An opening was made throy 
the gastrohepatic omentum and two cigarette draing 
inserted. Wound closed in layers leaving exit for the 
drains. 

The head of the pancreas was found much enlarged 
and spongy. Intestines and omentum were matted 
together. 

After operation the distention and vomiting ¢op. 
tinued, patient went into condition of collapse ang 
died in 24 hours. 

Case VI. Female. Age 48. Admitted March § 
1927. Temp. 99, Pulse 100, W. C. 19,100. B, p 
140/60. Does not appear very sick. Last November 
she was admitted to the hospital because of an attack 
of severe sudden pain in epigastrium, of a colie na. 
ture, constant and of about two hours’ duration. This 
did not radiate to any location, was not accompanied 
or preceded by vomiting or a chill. Except for slight 
nausea there was no other symptom. There was no 
constipation, no flatulence. Previous to this she had 
had three similar attacks in June, July and August 
1926. These attacks come on suddenly and except 
for slight feeling of distress in stomach there is noth. 
ing to announce them. She stayed in Hospital one 
week and was discharged with a diagnosis of choleli- 
thiasis with adhesions. From then until two weeks 
before present admission she was free from symp- 
toms. Then she was seized with a sudden sharp mid- 
epigastric pain which radiated to precordial region, 
with vomiting. This lasted one day and then gradt- 
ally wore off. There has been no pain since but a 
feeling of distress and soreness in epigastrium has 
remained. There is a smooth, rounded mass occupy- 
ing the right hypochondrium and extending to the left 
just beyond the mid-line, which is quite sensitive to 
pressure but not extremely so. This mass seemed to be 
increasing in size and the patient was evidently los- 
ing ground rather than getting into better condition 
so on the 10th day after admission she was operated. 
The pre-operative diagnosis was upper abdominal 
tumor; gall-bladder, growth in the liver or carcinoma 
of the stomach. 

High right rectus incision. The anterior wall of 
the stomach presented in the incision being pushed 
forward by a mass lying behind the stomach and 
firmly adherent to its posterior wall. The liver was 
normal, gall-bladder thick-walled, empty and appar- 
ently bloodless. A finger in the foramen of Winslow 
impigned upon a smooth fluctuant mass lying within 
the lesser omental cavity. Nothing resembling a pan- 
creas could be felt. The stomach was pulled down- 
ward and by blunt dissection an opening was made 
through the gastrohepatic omentum and the wall of 
the tumor which were amalgamated together into one 
membrane. Approximately four ounces of a dark, 
bloody, oily fluid escaped. A finger inserted in this 
opening disclosed a smooth cavity in the lower por- 
tion of which could be felt what appeared to be the 
upper margin of the head of the pancreas, somewhat 
indurated but not of a stony hardness. Two cigarette 
drains were placed in the cavity and abdominal 
wound closed around them. 

The patient did well for the first week, then began 
to feel discomfort in the stomach and to vomit occa- 
sionally. On ‘the 10th day it began to be evident that 
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he tumor was recurring. Drainage had practically 

pe ped by the 7th day and the drains were removed. 

rg 11th day the temperature went up to 102 and the 
Ise to 130. The tumor rapidly increased and she 

ear unable to take any nourishment. Several 


re made to reéstablish drainage by insert- 
re pemmoetat into the sinus without success and on 
the 14th day after the first operation she was again 
taken to the surgery. Under ether, the original 
wound was reopened, the mass found in apparently 
the same position as before, original opening through 
gastrohepatic omentum sought but not definitely 
found. An opening however was made with the 
finger and a large quantity of creamy pus with a foul 
odor was evacuated. Two rubber tubes were inserted 
and the lower portion of the abdominal wound closed. 
There was practically no improvement after this 
operation. The tubes remained in place but there 
was very little drainage. The tumor did not reappear. 
On the 5th day there was a rather alarming hemor- 
rhage from the wound which was controlled by pack- 
ing. Packing removed the next day with no recur- 
rence of bleeding. Four days later a massive hemor- 
rhage occurred from which she died in a few minutes. 

There was an autopsy by Dr. Hunt. 

Here is a summary of the autopsy report as it 
relates to the pancreas. There was a localized adhe- 
sive peritonitis. There were areas of fat necrosis 
in the mesenteric fat. The drainage sinus led through 
the gastrohepatic omentum into a series of small 
cavities branching downward and to either side. One 
of these was occupied by a loose slough lying in a 
pool of dark fluid. There were several small rem- 
nants of pancreatic tissue lying along Wirsung’s duct 
which could be traced from the ampulla to the wall 
of a large abscess at the left. This was full of thick 
partly purulent fluid but containing shreds and small 
chunks of necrotic tissue. A search was made for the 
source of the hemorrhage but none was found. 

There was at no time any sugar in the urine, and 
no variation from normal in the blood sugar. 


Female. Age 63. Died. Preoperative diagnosis 
hemorrhagic pancreatitis. Acute onset 2 days ago. 
Severe dull pain in epigastrium with vomiting. Has 
been subject to bilious attacks. Pain very severe. 
Bloody fluid and fat necrosis. Drainage through 
gastrohepatic omentum and through gall-bladder. 
Lived 24 hours. 


Male. Age 25. Died. Preoperative diagnosis, in- 
testinal obstruction. Acute onset 5 days before ad- 
mission. Severe pain in region of umbilicus with 
vomiting. No previous abdominal history. Pancreas 
incised and drained. Bloody fluid. Pancreas enor- 
mously thickened. Lived 48 hours. 


Female. Age 53. Died. Preoperative diagnosis 
Cholecystitis. Acute Pancreatitis. Acute onset 2 
days before admission. Pain and vomiting. Indiges- 
tion and heartburn for 6 months. Drained by gauze 
down to foramen of Winslow. Cholecystectomy for 
stones. Straw colored fluid, fat necrosis. Pancreas 
not felt to be enlarged. Lived two days. 


Female. Age 38. Recovered. Preoperative diag- 
nosis, Impacted stone in common duct or pancreatitis. 
Several attacks of acute pain during two weeks pre- 
ceding the severe attack on day of admission. Urine 
Positive for sugar. Blood sugar .36. Pancreas con- 
gested. Stone in common duct. Gall-bladder had 
been removed at a previous operation. Incised peri- 
toneum over pancreas. Removed stone from common 
duct and drained it. Bloody fluid. No fat necrosis. 


Female. Age 15. Recovered. Preoperative diag- 
nosis acute abdominal crisis, cause undetermined. 
Attack of pain in region of umbilicus two weeks be- 
fore admission. Stayed in bed one week during 
which she vomited 5 to 7 times. Bowels moved with 
cathartics. Went to work but was weak and nause- 





ated. Two days ago pain returned. She became 
sicker and was sent to hospital where she was 
operated as an emergency case. A good deal of blood 
in greater cavity and lesser cavity filled with clots. 
Pancreas small and hard and fairly well defined. 
Cigarette drain through gastro colic omentum. 


Male. Age 42. Recovered. Preoperative diagno- 
sis, Acute Pancreatitis. Acute onset pain and vomit- 
ing ten hours before admission. No previous abdomi- 
nal history. Drainage through gastrocolic omentum. 
Pancreas hard. Bloody fluid and fat necrosis. 


Female. Age 28. Recovered. Preoperative diag- 
nosis, Cholecystolithiasis. Not acutely ill. Pain in 
gall-bladder region, right shoulder and back after 
eating, for one year. Continuous tenderness in gall- 
bladder region. Drainage through gastrocolic omen- 
tum. Gall-bladder full of stones drained. Bloody 
fluid and fat necrosis. Pancreas enlarged and tense. 


Male. Age 56. Died. Preoperative diagnosis, 
Perforated duodenal ulcer. Pancreatitis. Acute on- 
set with no previous abdominal history. Excruciat- 
ing pain in both upper quadrants with vomiting. 
Bloody fluid, no fat necrosis. Pancreas apparently 
enlarged. Drainage through gastrohepatic omentum. 
Died on 8th day of general peritonitis. 


Male. Age 59. Recovered. Preoperative diagno- 
sis, Acute Pancreatitis. Sudden onset—no history of 
previous attacks. Pain, vomiting and obstipation. 
Bloody fluid and fat necrosis. Drained through 
gastrocolic and gastrohepatic omentum. Sugar in 
urine. Blood sugar, highest .15%. 


Female. Age 46. Recovered. Preoperative diag- 
nosis, Cholelithiasis. Cholecystitis. Sudden pain in 
epigastrium with vomiting. Date of admission Dec. 
17. Tenderness on deep pressure over gall-bladder 
region. Operation Dec. 27, ten days after admission. 
Drainage through gastrocolic omentum. Gall-bladder 
contained stones. Drained. Pancreas hard and 
nodular. Areas of fat necrosis. No bloody fluid. 


Female. Age 35. Died. Preoperative diagnosis, 
Acute Pancreatitis. Sudden onset—pain, vomiting, 
no obstipation. Bloody fluid and fat necrosis. 
Drained through gastrohepatic omentum. Pancreas 
soft. Died 18 hours after operation. Temperature 
rose from normal at time of operation to 105 before 
death. 


Male. Age 50. Recovered. Preoperative diagno- 
sis, Perforated duodenal ulcer or Acute Pancreatitis. 
Sudden onset, no previous attacks. Knife-like pain 
in upper abdomen with vomiting. Bloody fluid. Pan- 
creas soft and hemorrhagic. Drained through gastro- 
hepatic omentum. Four weeks later had a gastro- 
enterostomy for pyloric obstruction due to adhesions. 
This was in 1920. In March, 1927, was admitted 
again following an automobile accident. Since pre- 
vious admission has been very well except for severe 
headaches. Has severe pain in epigastrium and a 
hard, smooth, extremely tender mass 2 inches wide 
and 4 inches long in mid-epigastrium. This was 
diagnosed as a hemorrhage into the pancreas from 
trauma. He recovered from this without operation 
and was discharged on the 32nd day. Four months 
later he was again admitted. During the interval 
his only real symptoms were slight tenderness in the 
epigastrium and a burning sensation in the stomach. 
He was very much depressed mentally, chiefly by the 
fear that he had a cancer. He was operated again. 
The tenderness and tumor were accounted for by a 
necrotic area in the anterior surface of the left lobe 
of the liver, from which was scooped about an ounce 
of debris. The anterior wall of the stomach was 
adherent to the abdominal wall in such a way as to 
make a kink at the pylorus. The pancreas, so far as 
could be seen or felt, showed no sign of disease. He 
is now convalescing. 
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PANCREATITIS, ACUTE AND SUBACUTE—SOME SPECIAL PROBLEMS }y 
POST-OPERATIVE CARE* 


BY ERNEST L. HUNT, M.D., F.A.C.S.t 


T the 1912 clinical congress of surgeons in 

Philadelphia Dr. Maurice H. Richardson 
concluded a paper upon ‘‘Surgical Diseases of 
the Pancreas’’ with the words ‘‘There is much 
to be learned.’’ 


The fifteen years that have elapsed since then 
have seen certain inroads made upon that dearth 
of knowledge particularly by establishing the 
function of the islands of Langerhans through 
the discovery of insulin and by the development 
of clinical methods of blood chemistry whereby 
we may hope to attain a better understanding of 
the physiological disturbances following pan- 
ereatic inflammation, injury and disordered 
function. 


Even now, acute lesions of the pancreas are 
so infrequent that isolated cases are deemed wor- 
thy of report and sometimes of review. It is 
seldom that a surgeon is able to report more than 
a score of cases from his personal experience. 
Probably Chamberlain’s estimate of one case oc- 
eurring in every 5000 surgical admissions fairly 
portrays the general incidence of the disease. To 
make the clinical diagnosis, do a timely opera- 
tion and relieve a patient afflicted with acute 
pancreatitis is still an achievement justifying 
considerable satisfaction. 


In the paper referred to above Dr. Richard- 
son, while expressing considerable doubt as to 
the therapeutic value of operation, stoutly main- 
tained that early exploration was the best means 
of saving the patient then apparent, besides af- 
fording opportunity for studying the living 
pathology without which that intimate knowl- 
edge of the disease necessary to the evolution of 
more efficient measures of treatment could 
hardly be attained. 


On the basis of my modest experience I feel 
that his advice is as sound today as it was in 
1912. It is not, however, upon the immediate 
operative phase of treatment that I wish to 
dwell but rather to bring to your attention the 
treatment of concurrent pathology and altered 
function of other organs in the neighborhood and 
to physiological needs incident to the sudden 
shutdown of the pancreas itself as illustrated by 
some of the cases I am able to present. 


I have selected nine cases, with one excep- 
tion from my own experience, and grouped them 
according to the outstanding problem of post- 
operative treatment presented. The problems 
considered include hemorrhage, obstruction, and 
pancreatic deficiency. 


*Read at the Annual Meeting of the New England Surgical 
Society in Manchester, N. H., October 1, 1927. 


+For record and address of author see ‘“‘This Week’s Issue,” 
page 648. 





HEMORRHAGE 


One of my acute cases with successful early 
intervention was a girl of 15 years who presented 
the unusual situation in which the signs ang 
symptoms of internal hemorrhage dominated the 
picture. 


She was taken ill two weeks before admission with 
epigastric pain and vomiting for which she stayed jp 
bed a week, then returned to her work. Symptoms 
recurred two days before entrance and on the mor. 
ing of entrance became excruciating with repeateg 
vomiting. When seen in the admitting room ghe 
was pallid, skin cool with weak thready pulse of 120, 
anxious facies, legs flexed, belly protuberant tenge 
and tender—a perfect external picture save for her 
age of ruptured ectopic pregnancy. Operation as 
quickly as preparations could be made under local 
and gas oxygen liberated much blood from the genera] 
peritoneal cavity. The gastrocolic omentum wag 
bulging forward and dark in color. This was pene. 
trated and quantities of soft black clots scooped out 
with the hands, drains introduced and the wound 
closed, the work was completed in 14 minutes but the 
patient was pulseless. Salt solution, sub-pectorally 
and intravenously followed shortly by transfusion 
brought favorable response and after a protracted 
convalescence complicated by left pyelitis she recoy- 
ered. There was no glycosuria—no gall-stones were 
felt. The pancreas felt hard but was not visualized, 


DUODENAL OBSTRUCTION AS AN EARLY POST- 
OPERATIVE COMPLICATION 


It is highly probable that the initial vomiting 
is due either to obstruction or to the pathology 
which results in obstruction after a week or more, 
The sudden infiltration of the retroperitoneal 
space in the neighborhood of the pancreas and 
duodenum especially when the head is the seat 
of the lesion must seriously encroach upon the 
duodenum both with physical pressure upon its 
wall and blood supply as well as to disturb its 
innervation and may be regarded as a major in- 
dication for treatment. 

The principle of detoxifying treatment appli- 
eable to other forms of acute high obstruction 
would seem indicated here. In the two cases 
which constitute this group this possibility was 
not appreciated and mechanical relief was in- 
voked. 

For the first ease I am indebted to the courtesy 
of Dr. F. H. Washburn by whose invitation I 
performed the second operation. 


A married woman of forty had had severe previous 
attacks of upper right quadrant pain over a period of 
five years. October 10, 1921, during a very severe 
attack she was operated upon at the Holden Hospital 
by Dr. Washburn who removed several stones and 
drained the gall-bladder. About the 16th day of cor 
valescence she vomited 30 oz. of fluid and thereafter 
a large quantity daily until the 31st when she was 
re-opened, a-mass of adhesions about gall-bladder, 
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ee 
pylorus and duodenum seemed to account for the 
trouble and a posterior gastroenterostomy was done. 
Before closing fat necroses were noticed and by 
poking through the gastrohepatic omentum a large 
abscess was opened, thick pus and sloughs being 
evacuated. Cigarette drains were inserted and a 
large tube replaced in the gall-bladder. Four weeks 
more of tedious convalescence followed. She was 
taken home Dec. 4 but immediately had a severe at- 
tack of pain with vomiting and collapse. Again a 
period of illness, this time with mild mental disturb- 
ance. A sinus opened through the vaginal wall and 
gradually discharged. She survived, drew out four 
years as a poorly nourished, asthenic, mentally de- 
teriorated individual and died of pancreatic deficiency 
put without glycosuria. 


A second illustration of this complication is 
reported through the courtesy of Dr. A. W. 


Marsh. 


C. D., male, 50, with past history free from stomach 
or abdominal trouble, was seized by upper abdominal 
pain and vomiting 3 hours after his usual evening 
meal Nov. 18, 1920. Admitted Nov. 19 with pulse 84, 
temp. 99.2, W. B. C. 19400, no glycosuria. His ab- 
domen was generally distended and there was tender- 
ness and spasm across the epigastrium. Dr. Marsh 
explored, finding free bloody fluid in the general 
peritoneal cavity with a hemorrhagic mass in the 
lesser sac. Appendix, gall-bladder and ducts, stomach 
and duodenum were normal except for adhesions 
about the gall-bladder and the juxtaposition of the 
mass to the duodenum. Drainage of lesser sac was 
established, convalescence was rough after the first 
week, epigastric pain recurred and a palpable tumor 
developed for which on the 14th day the wound was 
re-opened and thick pus liberated, cultures of which 
showed s. py. aureus. The pus soon gave way to a 
thin alkaline fluid which contained pancreatic en- 
zymes. During the fourth week symptoms of pyloric 
obstruction developed and x-ray showed nearly com- 
plete retention of the barium in the stomach—a sec- 
ond exploration on the 27th day found a large abscess 
occupying position of the head of the pancreas which 
was drained and posterior gastroenterostomy done. 
Gradual recovery ensued and he was discharged on 
the 61st day after the initial operation. He is living 
today but a weakened, neurasthenic individual. 


In two recent cases of small intestine obstruc- 
tion with enterostomy we have been able to main- 
tain nutrition until the inflammatory cause of 
the obstruction cleared by the systematic intra- 
venous administration of glucose with insulin 
after the manner described by Thalhimer 
and the patients made excellent recoveries. 
Whether or not such treatment would have 
availed to tide these two cases over their obstruc- 
tive period is problematical but probable. The 
withholding of food by mouth with stomach lavy- 
age must have its due place in such a plan of 
treatment. 

That permanent obstruction may result is 
shown by the following case, the acute phase of 
which occurred early in my practice, the pa- 
tient reporting to me at intervals for 19 years 
and finally leaving me her body for autopsy. 


Jan. 10, 1904, A. B., female, aged 48, whose father 
died of acute diabetes and one of whose living sisters 
had diabetes, was seized with violent epigastric pain 
radiating to left hypochondrium and scapula. Vomit- 
ing was almost continuous but without relief of pain. 





When first seen 20 minutes after the onset she was 
on her knees straining violently to vomit but raising 
nothing. She was very pale, beads of perspiration 
stood upon her forehead and the radial pulse was 
thread-like and barely perceptible. Her temperature 
then was 95.5. The abdomen was spastic with ex- 
treme tenderness over entire epigastrium. The urine 
showed albumin and casts, W. B. C. 37,800. Large 
doses of morphine relieved her somewhat. The fol- 
lowing evening she was operated at my request by Dr. 
L. F. Woodward. The abdomen was full of bloody 
fluid which seemed to well up from the foramen of 
Winslow. Fat necroses were scattered over the 
omentum an mesentery. She was in poor condition 
and he closed without further exploration but kept a 
constant flow of hot saline running into the abdomen 
as he sewed. On the third post-operative day there 
was 2.38% of sugar in the urine. This rapidly cleared 
and she was discharged on the 30th day. She had 
had two previous illnesses of similar but less intense 
character. Seventeen months later she returned to 
the hospital, having had attacks of epigastric pain, 
nausea and vomiting since discharge but of increased 
frequency during the past 3 months. Her skin was 
lemon yellow-and a tender mass could be felt above 
navel, to right of median line. By operation Dr. 
Gage found a mass apparently on the posterior wall 
of the stomach so adherent as to preclude removal. 
The incision was closed under the impression that 
she had cancer. Again she made a good operative 
recovery and to our surprise there was gradual 
diminution of the mass so that in the next few 
months it had entirely disappeared only to be suc- 
ceeded by fairly regular attacks of vomiting of copi- 
ous amounts often with food fragments from the 
previous day’s ingestion. She remained thin, pale 
and without strength to earn her livelihood but was 
given a home by a better circumstanced sister in 
Providence, where she was studied at my request by 
Dr. John Ferguson, who diagnosed pyloric obstruction 
with dilated stomach. Operation being rejected, she 
was taught to use a stomach tube and got on in that 
way for several years but never gaining strength 
enough to become self supporting. An x-ray taken 
about 1912 was reported as showing complete reten- 
tion of the bismuth meal in the stomach. 


During the war period and after I saw but little of 
her but in general she had better health, the obstruc- 
tion was less complete, being able to go several days 
without stomach washing and constipation was less 
marked. Aug. 28, 1923, she was brought into the hos- 
pital after a week’s illness, vomiting, distended and 
in extremis. She expired the following day. Autopsy 
found intestinal obstruction from entanglement of 
the ileum in adhesions to the lower end of the abdomi- 
nal scar. The pylorus was adherent to the upper end 
of the scar and with the first portion of the duodenum 
was much constricted. There were two small pyloric 
ulcers and the gall-bladder contained many small 
stones. The common duct was dilated and a small 
stone was lodged just behind the orifice of the 
ampulla. The pancreas was represented by small 
portions of the head and tail, the two being connected 
by a fibrous structure in lieu of the body. No duct 
of Santorini could be discovered. The duct of Wir- 
sung could not be traced beyond the 3 cm. which 
entered the remnant of the head, although had a more 
deliberate technique been used more information 
could doubtless have been gleaned. 


That she could live on for years with so small 
an amount of pancreas capable of functioning 
yet never develop diabetes confirms in the human 
the result of the resection experiments wherein 
animals whose glands were not completely re- 
moved failed to develop diabetes, proving that 
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even a small fraction of the gland may be suffi- 
cient to maintain the carbohydrate metabolism. 

The obstructive sequence doubtless represent- 
ed a subsequent attack with oedema and fibrin- 
ous exudate in and about the head which later 
organized involving the duodenum and adjacent 
structures, finally leaving strong adhesions and 
pyloric thickening. What the course of this case 
might have been had the gall-bladder been ade- 
quately drained or removed at the first operation 
is an interesting speculation incapable of answer. 
It serves, however, as an urge to greater thor- 
oughness in seeking out all removable pathology 
when confronted with pancreatitis. 


PANCREATIC DEFICIENCY GROUP 


In two eases deficiency of the internal secre- 
tion played a recognizable and in one a vital role 
in the post operative management. 


H. T. L., M., 59, salesman, temperate, having a nega- 
tive past history except for flatulence after meals, 
was entering Worcester by automobile about 3 P. M. 
April 18, 1927, when he was seized with cramp-like 
pain in the right side near the navel followed by 
vomiting. He stopped at a store from whence he 
was brought to the hospital by ambulance. On admis- 
sion he was pale, pulse 80, temp. 97, in severe but not 
excruciating pain, very tender in epigastrium. Urine 
negative, W. B. C. 19,700, B. P. 118/60. Next morning 
he was distinctly worse, restless with increase of 
abdominal signs. 500 cc. of 10% solution of glucose 
and insulin was given. Operation found a large 
amount of bloody fluid mostly collected in the left 
side of the abdomen and fat necroses on the omentum. 
In the lesser sac I found bloody fluid containing fat 
droplets. No stones were palpabie in the gall-bladder 
or ducts. The pancreas was obscured by fat and 
blood. Both peritoneal sacs were drained. 

There was post-operative vomiting succeeded by 
hiccough and moderate glycosuria during the first 
week but the blood sugar was not above normal lim- 
its. Under supervision of Dr. A. W. Atwood small 
doses of insulin were given daily until glycosuria dis- 
appeared and patient was on a maintenance diet. 


The second case of this type was a more seri- 
ous and interesting proposition. 


A Hebrew woman of 38, married, had lost her gall- 
bladder from cholelithiasis about 1917, entered Dec. 
18, 1926, from the office of the surgeon who had done 
the previous operation. She had been suffering for 
the past two weeks with severe pain in gall-bladder 
region radiating to right shoulder. She had had mor- 
phine before coming in but suffered severely during 
the night and when seen on ward rounds was sitting 
up in bed in agonizing pain, lips cyanotic, vomiting 
frequently, exquisitely tender in epigastrium, abdo- 
men hard and distended although the enemata had 
brought away gas and small amounts of feces. Urine 
showed both albumin and sugar. Pulse 106, temp. 
100.2, R. 22, W. B. C. 18,000. 

Operation was at once undertaken and was rather 
difficult because of old adhesions between duodenum 
and liver. Opened lesser peritoneal sac finding pan- 
creas congested and hemorrhagic, incised peritoneum 
in front of pancreas and liberated much dark blood. 
Found common duct much dilated, opened it suffi- 
ciently to admit a finger and could feel stones im- 
pacted in the ampulla. These I could not dislodge 
but crushed with clamps and scooped out. An olive 
tipped bougie could then pass into duodenum. 
Drained common duct and lesser omental cavity. 








The post-operative course was stormy enough, ‘4 
severe bronchitis of somewhat asthmatic type com. 
plicated the first week. Bile drainage was pro 
glycosuria continued, cough and pain required consid- 
erable morphia. About Dec. 26 (8th day) the mid 
portions of the wound separated and later the skin 
became undermined with bile and pus from which 
B. pyocyaneus was recovered. Blood sugar on this 
date was 260 mgm. per 100 cc. Insulin wags begun 
and continued daily in considerable amounts up to 
Jan. 10th (23d day) when Blood sugar was reduce 
to 180. The daily ration of insulin was then eyt 
down to 18 units. The sugar disappeared from the 
urine five days later. 

It is difficult to explain the persistent high blood 
sugar other than by conversion of her stored protein 
and fat. Acetone was present in the urine up to the 
fourth day of insulin treatment. Food was practi- 
cally restricted to liquids and she vomited often. No 
bile came through the bowel although drainage of 
bile through the wound was plentiful. Stools were 
fatty. 

Convalescence was further complicated by stoma- 
titis, severe bronchitis and delayed wound healing, 
Daily nutritive enemata were given during most of 
February. Bile appeared in the stools about the 15th’ 
and by March 1 they were of normal color with 
diminution of bile from the sinus. During March 
there was steady improvement in appetite and 
strength and return to a fairly normal dietary did not 
result in glycosuria. She was discharged March 30 
with a large granulating area. In August she re- 
turned for examination. There was a small wound 
hernia but otherwise she was in excellent condition, 
weight nearly normal, free from pain, urine negative 
for sugar. 


MISCELLANEOUS CASES 


One case of the hyperacute type. Operation on the 
fourth day finding blood and fat necrosis, drainage of 
the lesser sac, rapid postoperative rise of temperature 
and death within 24 hours. I firmly believe the delay 
lcst her the only chance she had. This was the only 
immediate death in my series. 

Two cases of pancreatitis of the subacute type with 
plastic exudate and fat necrosis associated with gall- 
stones. Drainage of gall-bladder and of lesser sac 
through gastro-colic omentum. Uneventful recoveries 
except for tonsillitis in one and wound hernia in the 
other. 


In reviewing these cases I am impressed by the 
inadequacy of the laboratory studies although 
the usual routine work was done in most. Of 
course the bio-chemical methods of today were 
not available for the older cases and the emer- 
gency charactet of many limits the possibilities 
for concentrating special workers upon the prob- 
lems which they present. 

Still there are certain studies which ean be 
carried out if the surgeon in control of the sit- 
uation has a plan well in mind and the will to 
carry it out. 

Reflecting upon the initial shock the theory 
suggests itself that it may be due as much to the 
sudden liberation of insulin as to the split pro- 
teins heretofore supposed. If one product of 
pancreatic function is set free why not another? 
Assuming that the tissues are flooded by insulin 
with consequent rapid lowering of the blood 
sugar a part of the shock phenomena are account- 
ed for. With the pancreas as the seat of active 
inflammatory processes it is probable that after 
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the initial flood the supply of insulin falls below|tion be collected and properly preserved, for- 
rmal. In the meantime the liver glycogen|warded and studied as to bacteriology, chem- 
8 peen depleted to restore the blood sugar pos-|istry, and toxicology by all means available. The 
sibly and probably beyond the immediate needs time-honored swab culture from the peritoneal 
jeaving a liver exhausted of its store and with cavity contributed much to our clinical educa- 
the blood sugar in excess some of which spills| tion but today is hopelessly outclassed by better 
over into the urine. It should be fairly easy to|methods. Should the surgeon fail to save his 
determine if this plausible theory be true by|patient the post-mortem examination must not 
immediate and frequently repeated blood sugar be neglected and in such cases where the etiology 
estimations. If it be true our aim should be to is obscure I have no doubt we will presently in- 
spare the liver glycogen by supplying the glu-| sist that our autopsies be conducted with as rigid 
cose to the blood. If the exhaustion of liver gly-|regard to asepsis as we now practice in our 
eogen is a factor in the hazard of operation as| operating room. 
it may well be, the wisdom of supplying glucose 
pefore operating would seem clear. At the same 
time if the parallel to upper intestinal obstruc-| As in 1912 there is still much to be learned 
tion to which I have alluded above holds true} about pancreatitis. Treatment is far from stan- 
there has taken place a lowering of the plasma] dardized and the moment and method of opera- 
chlorides with a tendency to alkalosis. Both|tion are uncertain. 
glucose and chloride may with advantage be sup-| But in 1927 we are better equipped to advance 
plied together. our knowledge and even now it is probable that 
These points do not need to rest long upon|fewer lives may be lost when prompt and 
theory—the surgeon has it in his power to check| efficient use is made of those measures now avail- 
up if he has a well-organized laboratory and anjable for sustaining the physiological processes 
earnest house staff. temporarily eclipsed during the acute stages or 
The operation itself affords a unique oppor-| permanently impaired according to the extent 
tunity to secure evidence provided the surgeon | of the damage wrought by the disease. 
will burden his conscience with the need, his 
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We well know that etiology is an open ques- 
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Maugeret ) eontends that it is due to the back- ia ey cer O.: Pancreatic Asthenia. Am. Surg., Phila., 
ing up of infected lymph. Repeated experiments 10 Maugeret : Paris Théses. 1907-1908. 
by injecting various organisms into the lymph 
spaces where this might occur if it were physio- 
logically possible have been negative, according} MicnHaren F. Fauwon, M.D., F.A.C.S., Worces- 
to Kaufman. ter: I would like to introduce two pictures of 
To me it has seemed beneficial and logical to] an autopsy specimen, showing the size the pan- 
wipe out and drain the bloody fluid from the] creas can attain (showing pictures). 
peritoneum, believing it to be toxic, digestant] I wish to congratulate the two gentlemen 
and irritant. Archibald, however, says it is} whose papers have been read. The papers 
protective’ and its removal is of no conse-| showed careful study; but the most noteworthy 
quence and “‘probably a mistake’’. thing to me was the progress shown in the treat- 
_ The parotids we know to be subject to specific] ment of pancreatitis in the last few years. As 
infection. Why may not the same be true of| late as 1891, Von Gerlach said in dismissing the 
the pancreas? Chamberlain reports hemolytic] subject of the topographical anatomy of the 
streptococci from the bile of four hyperacute| Pancreas ‘‘that the organ had no clinical interest 
cases. May there not be a selective strain of|as it was almost impossible for the surgeon to 
streptococci for the pancreas as Rosenow has| reach it.’’ ; 
shown to be the case for the stomach ulcer, ap-| We owe a great deal for the progress we have 
pendicitis and gall-bladder diseases? attained to American investigators, notably to 
. The key to the problem lies with the surgeon. | the late Dr. Reginald Fitz. 
2 2 his function to organize the special studies,}| The pancreas necessarily is a dual organ; and 
ee to it that all possible material from the opera-| the word pancreas is derived from the Greek— 
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from ‘‘pan’’ meaning all, and from ‘‘xreas’’ 
meaning fiesh; a more appropriate name, how- 
ever, might be ‘‘all activity’’ instead of ‘‘all 
flesh.”’ 

It probably is the most obscure organ in the 
abdomen. As Dr. Hunt says of the etiology of 
pancreatitis, it ean be blood borne, lymph borne, 


Transverse Colon 








Pancreas 


Autopsy specimen showing enormous size of a pancreas, 


or duct borne, and it may be due to infectious 
diseases of various kinds; even mumps and boils 
may incite pancreatitis. The most common 
cause, of course, is disease of the biliary tract as 
Dr. Hunt said. But we cannot now attribute as 
formerly as a common cause that of sterile bile 
entering into the pancreas. Mann’s experi- 
ments, I think, have disproved this as a frequent 
cause. 

The diagnosis of acute pancreatitis may be 
very obscure; and acute pancreatitis should be 
looked upon as a perforative peritonitis; and al- 
though we cannot always make the diagnosis, I 
think it is incumbent upon us to operate imme- 
diately where the symptoms suggest acute pan- 
creatitis. We have had a number of cases in the 
past few years, and the diagnosis is always diffi- 
cult; recently one of our patients had been dis- 
charged from the hospital after cholecystectomy ; 
she returned one week after her discharge for 
apparent intestinal obstruction; at operation we 
found acute pancreatitis; she died, and got no 
relief from operation. 

I think the symptoms are due to the rapid de- 
struction of the pancreas by the pancreatic se- 
cretion. Laboratory aids do not avail very much 
in the diagnosis of pancreatitis, as Dr. Hunt 
said. By the time we get results from labora- 
tory chemistry the disease is well advanced. One 








investigator found that the pancreatitis 
in eight hours after injection of the duet 
Wirsung. of 
Acute pancreatitis presents the pj 
phlegmon, and as Dr. Watkins said, raters 
ways.’’ Acute pancreatitis must slwald 4 
drained ; and an incision into the panereas, when 





and areas of fat necrosis, in Gangrenous Pancreatitis. 


we get the acute stage, should be done, and the 
bleeding, if possible, controlled. A noteworthy 
thing in two of our cases was that incision of the 
gangrenous pancreas caused no bleeding. 

I think the Massachusetts General Hospital 
deserves credit for first having made incisions 
into the swollen pancreas, and it is given credit 
by foreign authorities. When a pancreas 
swollen a long incision is made; and in one cas, 
following long incisions of the pancreas, the ps- 
tient recovered. 


P. E. Truespaue, M.D., F.A.C.S., Fall River: 
Dr. Watkins very wisely stressed the important 
of radical surgery and adequate drainage in the 
hemorrhage type of acute pancreatitis. 


In giving the eredit for the radical operation 
I think we ought to go farther than a mere met- 
tion of the Massachusetts General Hospital. I 
belongs to a member of this Society. For many 
years I had the impression that Dr. C. B. Porte 
originally advocated incising the pancreas long: 
tudinally, but on further investigation T fount 
it was Dr. Charles A. Porter. In about 1908, 
few years after Dr. Porter’s paper app 
I operated upon a patient who had an aculé 
hemorrhagic pancreatitis. This patient survivel 
and sloughed out a large portion of the pal 
creas. She was kept under observation for maj 
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agai . 
put eventually disregarded rules of diet. 
Sorore insulin was available she was brought 


: hospital in a state of coma and died. At 
ae TT aaiernt of pancreas which could be 
found was amazingly small. Along the bed of 
the pancreas there were a few scattered islands 
eatic tissue. 

Py sent to mention the coexistence of cholecys- 
titis with acute hemorrhagic pancreatitis. I do 
that to emphasize the importance of a careful 
search for areas of fat necrosis in the presence 
of acute inflammatory conditions of the gall- 
pladder. In one such case the pancreatitis es- 
eaped our notice and the patient died. The 
autopsy revealed acute hemorrhagic pancreati- 
tis. There were no areas of fat necrosis in the 
region of the gall-bladder or the duodenum or on 
the omentum, but on raising the omentum and 
transverse colon and examining the transverse 
mesocolon there was a diffused area of fat necro- 
sis. Therefore, it is well to bear in mind that 
areas of fat necrosis may appear on the under 
side of the mesocolon when they are not present 
in the region of the gall-bladder. 


Aurrep M. Row.ey, M.D., F.A.C.S., Hart- 
ford: There is no acute abdominal condition 
which more puzzles the surgeon in making a 
diagnosis than acute pancreatitis, and I think 
the reason for it is that the picture is so clouded 
when the surgeon sees it. However, there are 
certain symptoms which always present them- 
selves especially from the patient’s history, and 
one is the acute abdominal pain; a sudden acute 
abdominal pain which is atypical of other condi- 
tions in the upper abdominal cavity. Another 
quite constant symptom which I do not think 
has been referred to here, is the pain in the left 
back. 

The etiological pathology of pancreatitis has 
been much discussed. Some years ago we con- 
sidered all cases due to infection through the bile 
stream. Later Deaver and Judd discussed the 
possibility of the pancreas being infected 
through the lymphatic channels. Should the 
surgeon drain the gall-bladder in all cases? The 
last ease I had quite recently I could find no evi- 
dence of disease of the gall-bladder. It was not 
thickened, there were no adhesions and no glands 
palpable along the ducts: The stomach and duo- 
denum were normal in appearance; therefore I 
could see no reason for draining the gall-bladder. 
We speak of a hematogenous kidney, and I be- 
lieve that some cases of pancreatitis are infected 
through the blood stream. In these cases I ques- 
— whether artificial bile drainage is of any 
value. 


Frank H. Laney, M.D., F.A.C.S., Boston: 
This is a very interesting paper of Dr. Hunt’s, 
and contains, I believe, two points which should 
be stressed. First, the point of glycogen re- 
serve in the liver is a very important one. Of 
all the cases having pancreatitis, a number will 
have bile duct infection and liver infection, and 
these patients with liver infection stand ether 








very badly. They stand ether much better, how- 
ever, if the glycogen reserve in their livers is 
elevated. 

We know that dogs, for example, do not stand 
large doses of carbon tetrachloride if they have 
been on a high fat diet, showing central necrosis 
of the liver. If, however, a dog has been on a 
high carbohydrate diet, he will stand much 
larger doses of the carbon tetrachloride without 
damage to the liver, and in the same way pa- 
tients, particularly those with liver damage from 
infection, will stand ether anaesthesia much bet- 
ter if they have an elevated glycogen reserve in 
their livers following the administration of glu- 
cose and a high carbohydrate diet. 

It is evident then that these patients should 
have plenty of glucose, 50 grams with 750 e.c. of 
salt solution of normal or double saline strength, 
dependent upon the relation of the blood chlo- 
rides to normal. We have taken the position in 
our clinie regarding insulin that it is unneces- 
sary, and that convincing evidence as to its value 
in combination with the glucose is lacking. 

The other point is the relation of pancreatitis 
to gall-bladder and biliary tract infections. It 
is very possible that it is often the end stage of 
gall-bladder and bile tract infections. 

It is a fortunate fact in the pancreatitis asso- 
ciated with gall-bladder disease that the largest 
number of the islands of Langerhans are in the 
tail of the pancreas and that the infections asso- 
ciated with gall-bladder disease are in the head 
of the pancreas, so that many patients go 
through pancreatic infections of this type with- 
out having diabetes. We certainly feel sure, 
however. from the experiences of Dr. Joslin, 
that the eases of diabetes associated with gall- 
stones are the most favorable of all types of dia- 
betes, and that following the removal of the 
gall-bladder with its stones and infection, there 
is frequently a marked improvement in the 
course of the diabetes. This surely strongly 
suggests the effect of chronic gall-bladder infee- 
tion on the pancreas. 

Chronic pancreatitis and acute pancreatitis 
are, I believe, really in most instances an end 
stage of infection elsewhere, as duodenitis, duo- 
denal ulcer, gastritis, gastric ulcer, cholecystitis, 
and appendicitis, and that our policy should be 
to clear up these diseases when possible, before 
they go on to such stages where, as a result of 
prolonged infection, late and often fatal pathol- 
ogy is produced. 

D. F. Jonss, M.D., F.A.C.S., Boston: I would 
like to call your attention to one diagnostic point 
which has been of great value in distinguishing 
pancreatitis from cholecystitis. If there is ten- 
derness in the region of the gall-bladder and the 
tenderness extends beyond the mid-line, it is very 
suggestive of pancreatitis. Gall-bladder tender- 
ness is more likely to extend from the region of 
the gall-bladder to the right than to the left. It 
should not be forgotten that the tenderness from 
a pancreatitis is occasionally found in the left 
flank in the region of the kidney. 
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The term acute haemorrhagic pancreatitis, 
while descriptive of the great majority of cases, 
tends to make us overlook the milder forms in 
which no bloody fluid is found in the abdomen, 
and at present we are finding many cases in 
which there is no evidence of blood. In any case 
in which the pancreas has been suspected the 
base of the transverse mesocolon which covers 
the pancreas, should be examined for evidences 
of pancreatitis as Dr. Truesdale has just sug- 
gested. 

One of Dr. Watkins’ cases was so typical of 
many of the cases operated upon, I would like to 
call your attention to it. He spoke of a case 
which did well for a week after drainage was 
established. When the wick came out the tem- 
perature went up and Dr. Watkins was obliged 
to go in and drain an abscess. This occurs so 
frequently that I never take out the wick under 
ten days because of the probability that some of 
the pancreas will slough and cause an abscess. 

As to treatment one must be guided somewhat 
according to the theory of the cause of disease 
that one believes in. 

I personally believe in the theory of Dr. Archi- 
bald, which is, that the disease is due to backing 
up of bile or duodenal contents into the pancre- 
atic duct. On that theory one should drain the 
biliary system and nothing else should be neces- 
sary. Experience has shown that these patients, 
in my hands at least, do much better if the cap- 
sule of the pancreas is drained. It relieves them 
of pain and nausea to a considerable extent. If 
the patient is seriously ill, this is all that is done. 
If the patient will stand more I also drain the 
gall-bladder and the pancreatic capsule. If in 
better condition still, I drain the common duct, 
remove the gall-bladder and drain the capsule of 
the pancreas, for better drainage is obtained by 
opening the common duct than by opening the 
gall-bladder. It is important in the very ill 
patients to do nothing but drain the pancreatic 
capsule. 


Royat P. Watkins, M.D., F.A.C.S., Worces- 
ter: The matter of the fat necrosis at the base 
of the mesentery—the case I reported in my pa- 
per had that fat necrosis, and there was none 
anywhere else. 

As to the question of the difficulty of making 
a diagnosis I would like to mention a case I had 
last Thursday. I was called to the hospital to 
see a patient who had been brought in in a very 
serious condition and the doctor who had attend- 
ed her gave this story—the day before, she was 











seized at noon with a very severe pain jp the 
epigastrium with no warning and no Previous - 
symptoms. 


Her pulse became very weak and 


rapid. She was in collapse, also, she vomited 
but not profusely. The doctor gave her mor. 


phine. 


He was compelled to give her a grain 


and a quarter of morphine between two 0’ clock 
in the afternoon and the time she came into the 
hospital the next day—24 hours. The bowels 


didn’t move. 


She had constipation, Vomiting 


the acute sudden pain in the epigastrium and 
collapse, cardinal symptoms of acute panereg. 


titis. 


When I saw her these were the eondi. 


tions. In addition to that there had developed 
considerable abdominal distention. There wasn't. 
much abdominal tenderness, but I attributed 
that to the morphine. I made the diagnogig of 
acute pancreatitis and operated immediately 
made a high incision, opened the peritoneum and 
found blood. This seemed to confirm the diag. 


nosis. 


After a hurried exploration of the pan. 


creatic neighborhood, however, I was not g 
sure of the source of the bleeding. Before | 
could satisfy myself the patient went into eg]. 


lapse and died on the table. 


At autopsy there 


was found no trouble with the pancreas, but we 
did find strangulation of the small intestine by 


a band. 


Ernest L. Hunt, M.D., F.A.C.S., Worcester 


(closing) : 


I feel under obligation to Dr. Lahey 


for expressing the situation as regards the lack 


of liver glycogen better than I did. 


It has been 


shown that any severe operation will rapidly ex- 
haust liver glycogen, and I feel that prepara. 
tion with glucose before any severe operation is 
an important thing. 

I think the point established by Thalhimer 
and his co-workers is an important one to bear 


in mind. 


The rapid administration of glucose 


without insulin is followed by a rise in the glu- 
cose content of the blood, a hyperglycemia, which 
is succeeded by a rapid drop to a situation of 
hypoglycemia, apparently due to over-produe- 


tion of insulin. 


By the slow administration of 


glucose, taking perhaps an hour or an hour and 
a half to administer 50 grams, that sharp rise 
and fall is less, but by adding the insulin to the 
glucose solution in the proportion of one unit 
to every three grams of glucose the rise in the 
blood sugar is slight and runs along for a longer 
period with a less abrupt fall. 

If experience supports Thalhimer’s observa- 
tions his method would seem to be the one to fol- 


low. 
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RADICAL PELVIC SURGERY* 

BY HENRY T. HUTCHINS, M.D., F.A.C.8.f 

comparison with the previous five years, I came 
upon a rather unexpected and interesting situa- 
tion, at least a situation which required some €x- 


PON looking over my records for the past 
five years in order to find out in what di- 
rection my surgery was changing, if any, in 


*Read at the Annual Meeting of the New England Surgical 
Society at Manchester, N. H., September 30, 1927. 


¢+For record and address of author see ‘“‘This Week’s Issue,” 
page 648. 





planation. 


The result obtained by this review 


was in brief this:—That during the past five 
years, without any premeditated plan on my 
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art, I found, that in the realm of pelvic sur- 
‘in women over forty years of age, I was 
doing decidedly more pan-hysterectomies and 
decidedly less plastic operations and suspensions 
and fixations. In other words, my pelvic surgery 
had become much more radical than it had been 
during the previous five-year period. I had not 
eonsciously realized that this change was taking 
lace so 1 sought to review my work in order to 
fnd out why I had become more radical, and 
whether or not the results justified my contin- 
uing along the same lines. Why more panhys- 
terectomies and fewer suspensions and fixa- 
tions? sy each 

I want first to clearly define the limits within 
which the discussion in this paper will be con- 
fned. I have ruled out of this discussion all 
eases where a panhysterectomy is clearly indi- 
eated if any surgery at all is done. All cases 
of carcinoma of the pelvic organs wherever lo- 
cated have been ruled out as nothing less than 
a panhysterectomy would be considered in such 
eases. Also all cases of extensive inflammatory 
disease where complete removal of the uterus 
would naturally be performed in order to effect 
acure. In other words, all cases where a pan- 
hysterectomy would without question be per- 
formed, where no choice was present, these cases 
do not concern this discussion. Also it should 
be clearly understood that no case under forty 
years of age has been considered, for in most 
cases of disease occurring in women under forty 
the question of conservation must be present. 
The discussion limits itself then to cases of 
women forty or more years old who need pelvic 
surgery and where the opportunity to do so- 
called conservative surgery is present and it is 
the surgeon’s choice whether in his judgment 
conservative or radical surgery will be of the 
most lasting benefit to his patients. 

To cite a concrete example. A healthy woman of 
from forty to fifty years of age, the mother of two 
or more children, normal menstruation still pres- 
ent, has a complete prolapse of the uterus, for 
which she must have surgical relief. What type 
of operation is the wisest one to perform in order 
to cure this woman permanently and with the 
least posssibility of her ever having to have any 
further pelvic work done, either for recurrence 
of the prolapse or the relief of a subsequent 
carcinoma of either fundus or cervix or any 
other pelvic growth or inflammation? Shall a 
fixation of the fundus with repairs of the lacera- 
tions be done, or some form of interposition 
operation, in either case leaving the uterus in 
the body, or shall a panhysterectomy be per- 
formed completely removing the fundus and 
cervix, and at the same time a proper suspen- 
sion of the relaxed vaginal walls? Either of 
these two procedures will cure the patient tem- 
porarily but which operation, in a large series of 
cases, will result in the complete relief from 
further pelvic disease of any kind? 











The review of my work shows that I have 
become more and more inclined to perform a 
panhysterectomy in this class of cases in women 
over forty than I had previously done. By way 
of parenthesis I must explain my use of the term 
panhysterectomy. By panhysterectomy as used 
in this paper, I refer to the complete removal 
of the entire uterus, fundus and cervix. This 
does not mean the removal of any ovarian tissue. 
It means the removal of the entire uterus alone. 
If ovarian tissue is removed, that fact is sep- 
arately noted in the terms describing the type of 
operation. The crux of the situation is then, 
shall we remove the entire uterus without refer- 
ence to the ovaries, more often under the econdi- 
tions described above, or not? Will we greatly 
reduce the chance of further trouble by so doing 
or not? Can this be done with as low a mortality 
and morbidity as is present with the more con- 
servative type of operation? 

There are many factors which must be con- 
sidered in a discussion of this problem. 


1—The effect of the removal of the uterus. 
after forty. 

2—Can most conditions be cured as well after 
the uterus is removed as they can by using the 
uterus in the operation? 

3—Is the risk greater if the uterus is re- 
moved ? 

4—Is the permanent benefit to be. obtained 
by removal of the uterus sufficient to warrant 
this procedure being employed more generally 
than heretofore? 


1—Opinions will undoubtedly vary on the ef- 
fect of removal of the uterus previous to the 
menopause. Some claim that the uterus has a 
distinet hormone or internal secretion which is 
of certain benefit to the genera! organism. That 
this hormone is secreted most during menstrua- 
tion and the loss of this function by the removal 
of the organ is somewhat detrimental. This, 
however, is at the present time far from proven. 
Thousands of uteri have been removed at all 
ages and for all causes but no definite bad re- 
sults appear from the loss of menstruation pro- 
vided ovarian tissue can be conserved. 


The psychic effect of the loss of the uterus 
must be considered. The knowledge that the 
womb must be removed and that no further men- 
struation will be visible comes as a shock to 
many women. Not as much of a shock now as 
formerly. The public has already been very 
well educated, chiefly by the cancer propaganda, 
so that women now know that after forty the 
womb is decidedly a potential source of serious 
disease. Provided the question of pregnancy 
after forty does not enter in, most-women would 
be glad to be relieved’ of this source of trouble. 
The question of a desired pregnancy of course 
alters the entire situation. The only real fune- 
tion of the uterus as far as is known at present 
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is that of carrying and expelling the child. Un- 
der proper conditions its removal has little or 
no effect on the general organism. . It is certain- 
ly one organ in the body the loss of which at a 
proper time is attended with no loss of body 
function and yet it is also one of the organs most 
susceptible to disease, especially cancer. I dare 
say that if the gall-bladder were as susceptible 
of cancer as is the uterus after forty, many gall- 
bladders would be removed as a prophylactic 
measure. 

2—Can most conditions be cured by removing 
the uterus as well as they can by using the 
uterus in the operation? The difficulty of cur- 
ing many of the relaxed pelvic conditions by 
any operation is apparent when we consider the 
number of operations proposed for this work. 
In practically all operations of this type, some- 
thing is done to prevent a pregnancy occurring, 
either by ligating the tubes or some other pro- 
cedure. Whatever the operation, as long as the 
uterus is left in the body a definite source of 
future trouble is present. I need not here re- 
view the statistics showing the increase in uter- 
ine cancer. This fact is too well known. The 
difficulty of curing an intractable leucorrhea 
without removing the cervix is well known. In 
fact, after the age of forty so many disagreeable 
and serious symptoms are present that the 
uterus, fundus and cervix, does cause a real 
menace. There are very few cases of pelvic 
relaxations, etc., that cannot be cured as well at 
the time of removing the uterus as by an opera- 
tion which conserves the uterus and uses it to 
form part of the pelvic support. 


3—This brings us to the question of the risk 
to the patient involved in the two procedures. 
Is the risk greater in doing a panhysterectomy 
than in doing an extensive repair with fixation 
or the interposition operation? I must again 
define my use of the term panhysterectomy. I 
do not mean a wide dissection of the pelvic 
structures as in the operation for carcinoma, 
nor do I necessarily include the removal of 
either tube or ovary. I mean the simple re- 
moval of the entire uterus without any lateral 
dissection of the parametrium or interference 
with the ureters or bladder; the closure and 
support of the pelvic floor by bringing together 
the broad and round ligaments and filling the 
cul-de-sac with the sigmoid flexure. I have not 
found this operation to consume more time nor 
entail more risk than either the interposition 
operation or the combined operation of ex- 
tensive repairs plus an abdominal fixation and 
whatever else has to be done by the abdominal 
route; in fact the time of the operation is 
shorter than in many of the combined pro- 
cedures, there is less loss of blood and no more 
shock. The convalescence is fully as rapid. 

4—As to'the benefits to be obtained I believe 
them to be greater following the complete re- 
moval of the uterus. If surgery is indicated, 
and the abdomen is about to be opened either 





through the vagina or by the abdominal 
we have in this selected group of cases an 9 por. - 
tunity to relieve our patients of an organ which 
has ceased to be useful, is of no further 
to the individual, can be spared without logs of 
any necessary physical function and above all of 
an organ full of potential trouble durij 
remaining years of the individual’s life, Jf its 
removal created a much greater risk, it would be 
inadvisable. In the hands of a surgeon 
familiar with the technic, and if done jn a 
properly conducted clinic, neither the morbidity 
nor the mortality should be increased. The gain 
to the patient is evident. In these days of 
strenuous cancer propaganda, I am frequently 
asked by the patients themselves, when an 
operation for pelvic trouble is advised, whether 
the uterus would not best be removed to ayoid 
the possibility of cancer occurring. So far has 
our propaganda progressed! The disinclination 
and the fear involved in the loss of the womb 
has largely disappeared. Especially is thig go 
if the patients can be assured that ovarian tisgye 
will be left. 

There is one more condition for consideration 
in the cases of hysterectomy for fibroids. I be. 
lieve in the majority of cases we should abandon 
the operation of supra-vaginal hysterectomy for 
that of panhysterectomy. This may be per. 
formed in either of two ways; either by remoy.- 
ing the entire cervix with the fundus or by 
reaming out the entire cervical canal, leaving no 
trace of cervical glandular tissue. In this way 
we will avoid those unfortunate accidents which 
occur when the uterus is cut across at the level 
of the internal os only to find, perhaps at the 
time, and perhaps later, that an unsuspected 
adeno-earcinoma has been present in the fundus 
along with the fibroids. This has happened to 
many of us, I am sure, more than once. 

I trust that no one has gained the impression 
from this paper that I believe in the wholesale 
removal of the uterus in all women over forty. 
I have tried to make it clear that I do not. Ido 
think, however, that the time has come for us 
to seriously consider the place of more radical 
surgery when surgery is indicated, in these par- 
ticular cases, that instead of doing more fixa- 
tions and interposition operations, we should 
consider doing more panhysterectomies when it 
is necessary to operate at all on women who 
have passed forty or forty-five years of age. We 
are dealing with an organ where this is safely 
possible. We can at least in many cases remove 
all danger and fear of cancer, and until someone 
tells us how to either prevent cancer or how to 
cure it, everything should be done to prevent its 
occurrence in as Many women as we can. 





DIscUSSION 


STEPHEN RusHMorgE, M.D., F.A.C.S., Boston: 
I shall discuss this subject from the point of 
view of the limits imposed in the paper, and then 
if time permits, from the point of view of certain 
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ts not comprehended in the content of the 
paper, but falling within the scope of the title. 
The thesis of the paper is that in women of 40 
or more in whom surgical procedures are indi- 
eated for pelvic disturbances because of injury 
following childbirth, because of myomata, or be- 
cause of any other non-malignant condition, the 
uterus should be removed in nearly every case. 
With this I am in agreement, in general, but 
there are certain qualifications I should like to 
make. ce 
The first qualification is in the matter of age. 
Instead of the ‘‘women over 40’’, I would say 
‘‘women from 40-55’’ because this period repre- 
sents a period of unstable equilibrium for the 
elvic organs, and during this period cancer is 
likely to develop, and I make this statement 
in spite of the statistics which Dr. Wilkins 
showed yesterday in which in more than half of 
his series, cancer occurred after 50. His figures 
are not in agreement with other statistics on car- 
cinoma of the cervix, most cases of which occur 
before 50. The possible significance of this 
variation I shall not go into in detail at this 
time, but variation in statistical conclusions may 
be due to the small numbers in consulted series. 


Prolapse is most likely to develop between the 
ages of 40 and 50. Childbirth occurred years 
before, injury was produced years before, and 
with the on-coming years it gives symptoms of 
which the patient complains, so we speak of this 
as a period of unstable equilibrium, and follow- 
ing this, a period of stable equilibrium is 
reached which will be about the same for years 
until the patient dies. 


The reason for this qualification is that to my 
mind after the age of 55, certain other operative 
procedures can give a satisfactory result and 
are to be preferred to panhysterectomy ; for ex- 
ample, in certain cases of slight degree of pro- 
lapse of the uterus with or without much cysto- 
cele, the interposition operation gives good 
results which it would not give in a woman of 
42. 

Another type of operation which can be em- 
ployed in cases of prolapse without extensive 
abdominal operation is one in which we employ 
partial obliteration of the vagina either by lat- 
eral dissection so that the vagina is narrowed 
down to a single canal, or the LeForte opera- 
tion, in which there is a median denudation of 
the anterior and posterior vaginal walls, giving 
after closure two narrow lateral canals. 


Another type of operation which may be em- 
ployed in prolapse in women not likely to be 
very active, is a fixation of the uterus to the 
anterior abdominal wall. The uterus is pulled 
up and quickly incorporated in the abdominal 
wall with non-absorbable sutures. In women 


over 55 this gives good results, but it should not 
be done in women of 40. 

There is another point in the paper on which 
misunderstanding might arise, and that is in 
regard to panhysterectomy as a substitute for 
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other types of operation. It ean hardly be re- 
garded as a substitute for plastic operations. 
Nothing can take the place of these in most 
eases. Generally we have to add plastic opera- 
tion from below, to panhysterectomy. 

Now the other aspect of this radical pelvie 
surgery which I want to speak of and which Dr. 
Hutchins specifically omitted is the considera- 
tion of inflammatory disease in the pelvis, acute 
or subacute inflammatory disease in the pelvis. 
Pelvic inflammations constitute a group differ- 
ent from intraperitoneal inflammations in other 
parts of the abdominal cavity. This latter group 
is nearly always perforative in character. This 
is not true in general of the pelvic infections. 
In the upper abdomen, for example, principles 
which we must follow are to get in as quickly as 
possible, to get out as quickly as possible, and to 
do as little as possible. It is much better to have 
a patient who is partially disabled to operate on 
later than to terminate the disease by a fatality 
at operation. 

Now as a matter of experience this latter 
group of patients do well, or die, if operation is 
prompt; and secondary operations are not fre- 
quent. Experience with pelvie work indicates 
that many of the pelvic cases with operations in 
the acute stage need later operations; if we try 
to forestall secondary operations by trying to do 
fairly complete removal of tissue in the acute 
stage, we get an appalling number of ecatas- 
trophes. 

So the principles which apply in upper ab- 
dominal work do not have the same appropriate- 
ness in lower pelvic operations. Therefore, 
what we must do in pelvic conditions in the 
acute or subacute stage is to put off operation as 
long as possible, as perforation rarely occurs. In 
these cases we avoid operation as far as possible; 
then if operation is necessary later, that is the 
time to do a radical operation. If we find a 
double pyosalpinx, it is not enough to take out 
the tubes. What we ought to do is to remove 
all the pelvic tissues connected with the uterus 
and tubes that we can get out. If we can doa 
compiete operation, so much the better. 

I am very glad that Dr. Hutchins has empha- 
sized at this time the need for radical pelvic 
surgery under certain conditions. . 

GrorcE C. Wiixins, M.D., F.A.C.S., Man- 
chester, N. H.: Just what does consti- 
tute a precancerous uterus? Itis a ques- 
tion that has been the cause of consid- 
erable discussion frequently, and I cannot feel 
that because there is some pathology in the 
uterus that that uterus is necessarily precan- 
cerous. The term is too loosely used altogether, 
and too many radical operations are performed 
on uteri with that for an excuse. On the other 
hand I agree with Dr. Hutchins in the advisa- 
bility of radical surgery on the uterus in condi- 
tions he described. I am glad Dr. Rushmore 
brought out the point I had in mind, that the 
uterus which has become atrophied and small, 
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associated with a prolapse, is better left in, and 
an interposition operation performed rather 
than the removal of the uterus because the re- 
moval of the uterus does not add to the value of 
the operation or the quality of the results. 

It is too bad that the cancer prevention on 
the uterus cannot be extended to early cases. 
One of the reasons why cancer develops in the 
cervix we believe is because of unoperated 
lacerations, lacerations which have developed 
chronic inflammation, and if those patients 
could have been operated upon earlier, the 
necessity for more radical operations after 40 
could not have arisen. 

Another factor to consider is that the patient 
is the primary consideration, and that panhys- 
terectomy in/the hands of the best surgeons has 
a higher mortality than supravaginal. That 
should be one factor in deciding between the 
two operations. 

There is one point I want to speak of in which 
radical surgery of the uterus is being performed 
many times, and that is in patients with persist- 
ent bleeding due to hyperplastic, hypertrophic 
or polypoid endometritis. They resist curet- 
tage, and curettage may be performed many 
times, and then perhaps the uterus removed. 
These cases are much better and more satisfac- 
torily treated with radium in the cavity of the 
uterus. 


Joun M. Brenig, M.D., F.A.C.S., Springfield : 
I would like to say a word in connection with this 
subject. I rather hesitate to advance any theo- 
ries in the presence of gynecologists. I agree 
absolutely with the reader that if there is any 
suspicion of malignancy, there is no question 
that the uterus must be removed. 

In the discussion and in the paper only three 
operations were mentioned, panhysterectomy, 
an interposition operation, and fixation. Any 
of these procedures open the abdominal cavity 
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and produce some risk of peritonitis, 


operation which we do in the Springfield Hog - 


tal and for which we have high regard ig yao; 
shortening of the broad ligaments. We think 
we get very excellent results in prolapse of the 
uterus particularly if there is a marked eysto. 
cele and rectocele. : 

The operation serves well in debilitated og 
ladies, and can be done under paravertebra) 
anesthesia. 


H. T. Hurcumns, M.D., F.A.C.S., Boston (los, 
ing) : Of course, the important age is between 49 
and 45; that is when the most trouble oceurs 
Every patient isn’t going to have a carcinoma, 
but we don’t know what the precancerous gs 
is, nor what causes it. The uterus, after the child. 
bearing period, gets into so much trouble of all 
kinds that its removal is, at least, desirable. Tp 
cases of prolapse with marked relaxation, the 
operation of trachelorrhaphy, plus_ extensiye 
repairs, plus an abdominal fixation, is a long one, 
and when it is all over the uterus still remains 
in the body as a potential source of trouble, It 
is but a slightly more radical procedure to do a 
panhysterectomy at once, and then no future 
trouble is possible. 

The case on which Dr. Wilkins operated yes. 
terday is a case in point. A woman of 46, bleed- 
ing from a tumor which protruded through the 
cervix, and which was a uterine or cervical 
polyp. It had been proved to be not malignant, 
but we all know that these uteri continue to 
bleed even after the removal of a single polyp. 
I was glad to see him do a panhysterectomy in 
this case, as now all possible source of danger 
has been removed, and the patient will be well 
for the rest of her life. The only other alterna- 
tive was to remove the polyp and do a dilatation 
and curettage, and then keep the patient coming 
back for examination, at least every six months. 
I believe the more radical procedure was the 
wiser. 


This concludes the group of New England Surgical Society Papers in this issue. 
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RADIATION AND ELECTROTHERMY IN SUPERFICIAL LESIONS 


BY FREDERICK W. O’BRIEN, M.D.* 


0 many claims are made for radiation of one 
kind or another, or for this or that kind of 
electrical current-in the treatment of superficial 
jesions, that not alone the inquiring practitioner 
put also the serious student indeed must pause. 
Dermatologists seem well agreed on the merits 
of X-rays, radium, ultra-violet light and elec- 
trothermic modalities for strictly surface con- 
ditions, in some of which, at least, these agents 
act almost as a specific. There are other lesions 
ouped as superficial either because they in- 
yolve structures of similar histological type as 
the skin or lie close to the skin surface, as the 
thyroid and tonsils, the irradiation of which is 
not accepted so wholeheartedly. Some of the 
eommon characteristics of certain light radia- 
tions and of thermo-electrical currents will be 
discussed here in an attempt to evaluate their 
therapeutic usefulness. 

Ultra-violet light, X-rays and radium have the 
inherent potency to penetrate human tissue. Ul- 
tra-violet radiation is absorbed by the super- 
ficial layers of tissue and fat (probably not pene- 
trating beyond 1 em.). X-rays and radium 
penetrate to greater depths, depending, in the 
ease of X-rays, on the voltage impressed on the 
tube among other factors, in the case of radium 
on the amount employed, the penetration of all 
three being further dependent on screening and 
distance. 

Furthermore, these agents are capable of pro- 
ducing first, second and third degree burns,— 
the escharotic effect. 

Each may be used with about equal success in 
identical pathological conditions. This would 
seem to indicate that the important factor in 
eure is not the course of radiation, but rather 
the intensity and the amount of radiation that 
reaches the tissue, provided it has the generic 
quality of radiation in or beyond the ultra-violet 
of the spectrum. Photochemistry suggests that a 
photo product is produced in the blood stream 
by radiation, which as a latent image, so to 
speak, is developed out by the body chemistry. 

Williams demonstrated very early that epi- 
theliomata could be cured by X-rays without 
any escharotic effect, and it has been common 
experience since that, using radiations over a 
wide wave length, provided a certain dosage is 
not exceeded, certain lesions will disappear with- 
in three weeks after one exposure, confirming the 
latency of the biological effect. 

There is no good evidence that external radia- 
tion kills tumor tissue directly. Ewing has 
found that necrosis is due to ovelusion of deli- 
cate blood vessels leading to anemic infarction 


*For record and address of author see ‘“This Week's Issue,” 
page 648. 





and secondarily to death of tumor tissue. A 
slow, regressive process with degeneration of 
tumor cells and a progressive process with exu- 
dation and proliferation of normal tissues is set 
up, and as a result of the processes the tumor is 
cured. The course of events would appear to be 
a natural biological protective response, the 
mechanism responsible for it having been stim- 
ulated or set in motion by the proper amount of 
radiation. 

It has been observed also that cne application 
of X-rays over the region of the thymus of a 
dosage impotent to produce the slightest ery- 
thema is nevertheless sufficient to check the 
stridor of the thymic disease, illustrating physio- 
logical response to a minimal dose. 

It is not unusual to apply radiation to a lesion 
on one part of the body and have a similar le- 
sion situated at a distance and unexposed to the 
rays disappear, illustrating the systemic or con- 
ducted effect. Such evidence, while not final, 
points to the production of some photo-product 
in the blood stream. 


If the chief value of radiation were to rest 
upon its escharotie effect (useful enough in 
selected conditions), then it would seem that we 
have been guilty of great economic waste in em- 
ploying X-rays and radium to produce an effect 
as well obtained by the actual cautery, certainly 
a cheaper and less painful agent. 


Bovie, from the analogy of the action of light 
on the photographic plate and the response of 
plants to light, cites many facts that seem to 
explain the reaction of the human body in its 
response to radiation. These are: 


1. The amount of exposure to light needed 
decreases as the intensity is increased. 

2. The product of intensity and the length 
of exposure is a constant. 

3. The phototrophic response only occurs 
when the amount of the photochemical product 
produced reaches a certain minimal value. 

4. The stimulative effect of illumination may 
be received by one portion of the body and trans- 
mitted to another. Continuity of uninjured 
cells is not necessary for this conducted effect. 

5. Only a very small amount of photochemi- 
cal product is required to initiate the physio- 
logical events through which a modification of 
plant structure is brought about. 

6. Deficiency in the amount of light results 
in a delayed or complete failure of tissue dif- 
ferentiation. An exposure to an excess amount 
of light may result in a premature differentia- 
tion. 

7. Exposure to light is one of the determin- 
ing conditions of tissue differentiation, and when 
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the light intensity is reduced below the optimum, 
it may become the limiting factor. 


The choice of which agent to use should de- 
pend on the lesion to be treated and not on the 
kind of radiation available. The roentgenthera- 
pist without radium will continue to try to cure 
by X-rays whatever condition presents itself, 
and vice-versa. They are of equal value in many 
superficial conditions. In some cases, radium is 
to be preferred because of the ease of handling 
and applicability. Both should be at hand. 
Ultra-violet radiation is a necessary adjuvant. 


Ultra-violet light is usually produced by the 
uviare or carbon are. The uviare is a mercury 
vapor lamp of quartz. Quartz is used since any 
other type of glass would absorb all the useful 
ultra-violet radiation. These quartz lamps are 
marketed in two types of burners, air cooled 
and water cooled. The air cooled is designed 
for radiation at a distance, to obtain the system- 
ie effect, the water cooled, for surface applica- 
tion. The carbon are uses no lamp and is an air 
burner. The quartz lamp is reputed to give a 
greater intensity of ultra-violet radiation than 
the carbon are, for which, in turn, precedence 
is claimed because its spectrum more nearly 
approaches natural sunlight. 


Unfortunately, for many years these lamps 
have been offered to the profession under trade 
names, and little or no careful effort has been 
made to check alleged beneficial results reputed 
to them. It appears established that the water- 
eooled quartz lamp is germicidal. The systemic 
effect of radiation from the air cooled uviare or 
earbon arc is rather generally accepted. Its effect 
in rickets and bone tuberculosis is well known. 


Besides these forms of radiation, certain kinds 
of electrical currents that produce thermal ef- 
fects are often useful in the treatment of super- 
ficial lesions. 

For the removal of new growths of moderate 
size, a monopolar high frequency current, 
(Oudin) may be employed. The heat produced 
is conducted to the lesion by a stout needle or 
other pointed applicator. The current is so 
regulated as to produce heat of just sufficient 
intensity to dessicate or dehydrate the tissues, 
hence the name, dessication method, as opposed 
to electrocoagulation, wherein is employed a bi- 
polar high frequency current of low voltage and 
high amperage, which is more penetrating and 
intense than dessication and is used to destroy 
larger growths. 

Electrothermic methods are peculiarly adapt- 
ed to the treatment of localized malignant 
growths occurring in any part of the oral cavity. 
Clark of Philadelphia warns that these can be 
best used only by those who have had surgical 
training and experience and should be utilized 
alone only in localized tumors of a type which 
do not tend to metastasize and that the efficiency 
of these electrothermic methods is increased by 
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the judicious combination of operative surgery 
7 Se 


radium and X-ray. 

Electrothermie methods are eventually . 
cal in their method of cure. The lesion ig i 
stroyed by conducted heat in contra-distinetion 
to radiation, which appears to exert a biological 
effect through the blood and lymph systems 

One word about the ‘‘radio knife’? a trade 
name also. ‘‘ High frequency knife’’ or “cutting 
current’’ are more descriptive terms. Kelly hag 
suggested ‘‘acusector’’. To produce a bipolar 
high frequency current certain manufacturers 
employ valve tubes such as are used in radio 
sets (hence radio knife) to amplify the oseilla. 
tions, so that the current at the active electrode 
is relatively a continuous cold spark and mg 
be used for cutting tissue after the fashion of a 
knife. It is a surgeon’s tool only and is usefy] 
for wide and deep dissections. It is reputed w 
seal off blood vessels while cutting and so prevent 
metastasis. If a genuine ‘‘cold’’ cutting current 
is used, healing by first intention will follow. If 
a ‘‘cooking’’ current is used, which is nee 
to seal off large vessels, healing by first inten- 
tion will not occur. 

I have mentioned this high frequency knife 
here because of inquiry received from a eon- 
sultant in regard to its use in the removal of 
tattoo marks. It has an alluring name for pa- 
tient and quack. Its usefulness is strictly limited 
to the field outlined above. 

Great care must be taken when using these 
electrical currents in the presence of an ex- 
plosive anesthetic. I have recently seen two pa- 
tients burned when desiccation and electrocoagu- 
lation were attempted in the mouth while the 
patient was receiving respiratory ether. Rectal 
or local anesthesia only should be employed. 

Briefly I will outline the kinds of superficial 
lesions in which I have employed phototherapy 
or electrothermy with some success. There is a 
large group of skin conditions (some eighty 
listed by Mackee and Andrews) that are amen- 
able to radiation, in some twenty-seven of which 
X-radiation offers the sole means of establish- 
ing a permanent cure with a reasonable degree 
of certainty. 

In acne, a combination of X-rays and ultra- 
violet radiation has given me the best results. 
Treatments are given using the air-cooled lamp 
every other day until pigmentation of the skin 
occurs. Individual pustules should be expressed 
and exposed to the water cooled lamp. If ultra- 
violet radiation does not accomplish the desired 
result, then I employ X-rays, utilizing Mackee’s 
technique of a sub-intensive dose divided into 
sixteen treatments over a period of four months. 
Radiation does not release the patient from ad- 
hering strictly to the accepted dietary and 
hygiene recommended for this condition, often 
the determining factor in successful treatment. 

I do not know of any remedy ‘so efficient in 
the treatment of chronic eczema as X-radiation. 
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The comment is often made that eczematous le- 


~ gions and psoriasis will return following X-ray 


treatment. That is true, but is it not also true 
that these diseases return following the use of 
topical remedies ? Often a single, sub-intensive 
dose of X-ray will completely eradicate a relapse 
in these conditions. Acute types of eczema do 
not do well under X-radiation. I have person- 
ally treated a psoriatic patient with periodic 
relapses, who responded promptly to X-radia- 
tion and to nothing else. This patient had a 
generalized eruption of the back, shins and fore- 
arms. He received treatment over the forearms 
and shin, with the remainder of the body care- 
fully protected by lead rubber. Following his 
treatment, his eruption on the back disappeared. 
This ‘‘distance’’ effect, reported by Fox, Sibley 
and others, Mackee states he has not seen in 
several hundred cases treated. 

In lupus erythematosus, the feeling is that the 
unfiltered Beta radiation of radium sufficient to 
produce a sharp reaction is preferable to X-radi- 
ation. Recently I have seen two cases of lupus 
referred by the dermatological department re- 
sistant to ultra-violet radiation, refrigeration 
and X-ray therapy, that did surprisingly well 
under dessication. Centrally these lesions had 
cleared but at the edges were serpiginous. These 
edges were desiccated and healed cleanly and 
promptly. These cases have been followed now 
for a period of six months, without evidence of 
recurrence. Of course it is known that both the 
discoid and disseminate type of lupus may dis- 
appear spontaneously. 

Since January 1, 1926, thirty-seven cases of 
cellulitis and chronic abscess have been radiated 
in my department at the Boston City Hospital. 
The cellulitis cases did not come to open incision 
and the convalescence of the chronic abscess 
eases was shortened. They averaged three X-ray 
treatments each, in a period of ten days to two 
weeks. 

Sixty-seven cases of paronychia were treated, 
either by X-ray or radium. Those that had no 
bone involvement responded promptly to radia- 
tion. 

Ninety-three cases of furuncle have been 
treated successfully over the same period of 
time, without surgical interference. Twenty per 
cent. of these occurred on the neck posteriorly, 
five per cent. on the upper lip, five per cent. on 
the chin and the remainder distributed as fol- 
lows: auditory canal, nose, face, and forearm. 
The majority had no other treatment but X-rays. 
Several of the furuncles that occurred on the 
posterior part of the neck were in women, a 
side-light on the current vogue for bobbing. 
These women had had their necks shaved, with 
consequent infection. Judging by the number 
of physicians and nurses treated, the profession 
apparently has confidence in the method, but 
often forgets to prescribe it for others. 
Forty-seven cases of carbuncle were treated in 
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conjunction with surgery without a death. The 


diagnosis of furuncle or carbuncle was not made 
by the radiation department, but by the surgical 
service referring the patient, and the statistics 
are based on this. Pain in these conditions is 
relieved in six to twenty-four hours after radia- 
tion and the pathology changes rapidly, usually 
within two days. an ulcerating, sloughing car- 
buncle resolving into a large central abscess, 
which often drains spontaneously and _ heals 
promptly. 

Basal cell epithelioma, if seen early, appears 
to do equally well either with surgery, X-ray 
treatment, radium or electro-coagulation. The 
squamous ¢ell type of epithelioma is the one that 
metastasizes and calls for greater discretion of 
judgment in treatment. In either case X-radia- 
tion of the regional lymph-nodes should be ear- 
ried out. If the lesion is extensive and inoper- 
able, there is nothing left but X-radiation and 
radium, although electro-coagulation can be used 
with good results in many apparently inoper- 
able lesions. If radiation is indicated, one versed 
in therapy only should treat cutaneous malig- 
nancy. I have seen cases treated by repeated 
exposures to a radium plaque which, when re- 
ferred, were genuine radium ulcers. An epi- 
thelioma that does not respond to at most two 
treatments of radium has been treated inade- 
quately. 

Thyrotoxocosis. There appears to be no ques- 
tion but that surgery in the hands of the spe- 
cially trained thyroid surgeon is the most cer- 
tain cure for this disease. The permanency of 
the cure, the cosmetic effect and the shortened 
convalescence, all favor surgery. No radiation 
therapist should attempt therapy in a patient 
suffering from thyrotoxicosis until the patient 
has been fully apprised of the relative merits 
of surgery and radiation. If the patient makes 
the choice of radiation freely, X-radiation or 
radium may be employed. The basal metabolic 
rate should be determined at frequent intervals 
during, at the close of, and long after the ter- 
mination of radiation, in order to estimate the 
stability of the cure. Of fifty-four cases re- 
ferred to my office in 1922 and 1923 for X-ray 
therapy of supposed thyrotoxicosis, only eight- 
een showed a basal metabolic rate to justify the 
assumption of hyperthyroidism. Three of these 
cases were recurrences after inadequate surgery. 
Of the remainder, five showed a rate, minus 
twelve to nineteen, consistent with myxedema. 
Two of these were post-operative end results. Of 
the eighteen cases treated by X-radiation, five 
came to surgery with complete clinical cure and 
cosmetic benefit. The others, followed over three 
years, have been free from clinical symptoms. 
Exophthalmos disappears but slowly. Blood 
pressure and pulse rate fall more quickly. Mor- 
tality is nil. This group of cases is small, yet 
large enough for certain generalizations, namely 
that exactly two-thirds of the cases referred for 
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X-ray treatment were not suitable for it; that 
myxedema and even hyperthyroidism occur after 
surgery ; that allowing for spontaneous cure and 
the effect of rest in bed, nevertheless a large 
percentage treated by X-rays remained clinically 
well so that while the method is time consum- 
ing, it is not without merit. 


Tonsils. I have treated thirteen cases of 
hypertrophied tonsils by X-ray therapy. I have 
not used radium, because as far as I have been 
able to observe, large amounts, as much as fifty 
milligrams of the element or a corresponding 
amount of emanation, should be applied to each 
tonsil area over a period of twenty-four hours. 
This makes it a costly treatment, and besides 
ties up a large amount of radium, which I pre- 
fer to have available for malignant disease. 
X-rays in sufficient quantity to produce allevia- 
tion of symptoms and often reduce the size of 
the tonsils can be administered in a matter of 
minutes as opposed to hours for radium. I say 
often reduce the size of the tonsil advisedly since 
it is common experience that the hypertrophied 
tonsil sometimes overnight decreases in bulk, 
following any and no local treatment. 

Witherbee at the Rockefeller Institute for 
Medical Research first treated a case of hyper- 
trophied tonsil in December, 1919, and soon after 
did a series of cases. He stated that in the 
tonsils excised after X-ray treatment by him 
the cells of the lymph follicles of both the lymph- 
oid and fibroid tonsils had been destroyed. A 
bacteriological report of a few cases showed 
negative cultures for pathogenic bacteria. Va- 
rious roentgenologists, among them Butler and 
Waters, have tried to duplicate Witherbee’s re- 
sults but have not had his reported success. 

A purulent tonsil should be excised. If you 
accept the supposedly immunizing function of 
the tonsil, you may treat by radiation that group 
of hypertrophied tonsils not excessively red- 
dened, which suggest by their appearance a mini- 
mum bacterial activity. My own feeling is that 
until further study, it is unwise, if not prejudi- 
cial, to recommend radiation of tonsils in place 
of surgical removal, except in cases of diseased 
tonsils and infra-tonsillar lymph-nodes asso- 
ciated with chronic endocarditis, pericarditis, 
hemophilia or any co-existing condition which 
contraindicates operation or an anesthetic. 

Fulguration of hypertrophied tonsils is prac- 
ticeed now and in the hands of an expert like 
McFee may be a method of choice. An especially 
long and powerful high frequency spark is used. 
If not adequately done, fulguration amounts to 
surface cauterization, which is comparable to the 
ineffective guillotine operation of surgery. 

Where certain other lymphoid structures are 
involved, as in cervical adenitis, enlarged thy- 
mus, mediastinal and tracheo-bronchiai adenitis, 
whooping cough and asthma, radiation over a 
wide range of wave lengths will alleviate symp- 
toms and reduce the size of the glands. 








Whether or not all cases of supposedly 
larged thymus are in reality such _. 

g ; y Such, Or are tuber. 
cular glands, is beside the point. 
improve clinically after radiation, then it fo}j, 
that we have at hand a valuable agent fop the 
alleviation of symptoms referable to the superior 
mediastinum. The cases of ‘‘broadened medias. 
tinal shadow’ 
and treated by me during the past year were 
ninety-eight in number. 

Following X-ray treatment, those most prob. 
ably thymic showed a marked decrease jn the 
area of density, seen on the roentgenogram, with 
cessation of symptoms when present. Those mogt 
probably representing a tubercular mediastinitis 
showed little or no decrease in the size of the 
mediastinal shadow as registered on the roent- 
genogram. 

In infants, radium is used because it ean be 
fastened securely to the subject and immobility 
of the patient is not of such moment as duri 
X-radiation. 
main quiet, X-rays are administered, with 9 
great saving in time. 

Seventeen cases of whooping cough have been 
treated privately following Leonard’s technie ag 
developed at the Onshore Clinic of the Bostoy 
Floating Hospital. 
mother state she could see no improvement. Ip 
the remaining cases, both physicians and parents 
stated that there had been a marked decrease ip 
the intensity and number of paroxysms and a 
production of a softer cough. Some believed that 
the course of the disease had been shortened, 
while it was unanimous that the course had 
been made less distressing to all concerned. 

Since January 1, 1926, twenty-five cases of 
asthma have been treated by me at the Boston 
City Hospital by X-radiation and many re 
lieved symptomatically for the longest period in 
their lifetime. 
chronic bronchial-asthma. 
not protein sensitive, although a few sensitized 
eases which did not respond to vaccine were 
benefited by X-radiation. 
were made in all cases, which for the most part 
showed chronic fibroid changes in the lung fields. 


One case 


from asthmatic attacks, was definitely relieved 
following X-radiation. 


M. T., No. 1020, had used three hundred bottles of 
adrenalin in four years prior to her X-ray. treatment. 
Following five X-ray treatments there has been no 
asthmatic seizure in two years. 


M. B., age 40, No. 1096, came to the radiation de 
partment with a history of having had no appre 
ciable relief from asthmatic attacks over a period of 
two years, in which she had used adrenalin con 
stantly. She has been free of attack since her X-ray 
treatments for one year and a half. 
returned to the clinic with an acute bronchitis sec 
ondary to coryza. 
dition she remained free of her asthma. 


P. W., age 10, No. 1334, a sufferer from asthma for 
two years, and whose chest film was reported to 
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as diagnosed by roentgenogram 


To older children, who will ye 


In only one ease did the 


These cases were all so-called 
The majority were 


Chest roentgenograms 


diagnosed bronchiectasis, suffering 


She recently 


Despite her acute pulmonary con- 
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eg! ined relieved of asth- 
X-ray treatment has remaine 
matic attacks. 

R. L., age 8, No. 1642, an asthmatic since two 
months ‘old, after six X-ray treatments has remained 
symptomatically cured. 


Treatment in these cases has been directed to 
the lung fields and the spleen. We know that 
small doses of X-rays or radium produce a poly- 
morphonuclear leukocytosis and heavy amounts 
of radiation produce a leukopenia. X-radiation 
has a definite analgesic effect in neuritis. 
Whether or not it affects the phrenic directly or 
indirectly in these asthmatic cases is not known. 
Not to overstate the matter, the fact that stands 
out is that there is a certain group of bronchial 
asthmatics definitely benefited by X-ray treat- 
ment. 

It may be objected that enough comparative 
statistics of cases have not been reported to war- 
rant any definite conclusion. Belloc, in a little 
essay on the hatred of numbers wrote, ‘‘The 
whole argument against the abuse of statistics is 
summed up in the story of the man who ex- 
plained what an average was. ‘If you were 
struck dead by lightning at my side, and I re- 
mained safe and sound, we should both be on 
the average, half dead.’’’ The truth is no one 
would think of accepting statistics against his 


fibrosis with infiltration of both bases, follow- 





personal impression, formed on long contact and 
experience. 

I do not think radiation therapy is a panacea. 
There is no question but that it may do ineal- 
culable harm in the hands of the inexpert. I 
would like here to protest strongly against the 
commercial policy of supply houses, installing 
ultra-violet lamps in clubs, gymnasia and homes 
not under the direction of a physician. It has 
been established that general ultra-violet radia- 
tion can light up unsuspected phthisis, that 
debility and depression follow too frequent or 
too lengthy application. 

If the unqualified shall persist in using ra- 
dium, X-ray and ultra-violet radiation, without 
a knowledge of photo-therapy, we shall see a 
revulsion such as we experienced in the early 
part of this century against all forms of electro- 
therapy. Radiation therapy is not something 
that can be learned from an advertisement or 
a salesman’s talk. It should not be practiced 
without an intensive study of the physies of 
light and the biological effect of radiation in 
general. Then each patient, each disease, must 
be treated as a distinct entity. When this is 
appreciated, then will radiation therapy be 
lifted up out of its present realm of uncertainty 
into its proper sphere of unquestioned value in 
therapeusis. 


i, 
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A MORBIDITY SURVEY OF SHELBURNE-BUCKLAND* 


BY HERBERT L. LOMBARD, M.D., AND CLARENCE lL. SCAMMAN, M.D.t 


N June, 1927, the Massachusetts Department 

of Public Health made a study of morbidity 
conditions in the towns of Shelburne and Buck- 
land. These communities which are adjacent to 
one another are located in western Massachu- 
setts. They are distinctly rural and on their 
adjoining lines is a village called Shelburne 
Falls, about three-fifths of which lies in Shel- 
burne and the remainder in Buckland. The pop- 
ulation of Shelburne in the 1925 census was 
1538, and Buckland 1555. The survey covered 
all of Shelburne township and that part of Buck- 
land which embraces Shelburne Falls. It was 
conducted in a manner similar to the one made 
in Winchester’, Massachusetts, largely a metro- 
politan residential community of about 11,000 
population. 

The sample collected represents 57.4 per cent. 
of the population of Shelburne and 25.5 per cent. 
of the population of Buckland. The failure to 
get a more complete sample in Shelburne was 
due largely to the fact that many families were 
away at the time of the survey. The one ob- 
tained, however, is believed to be representative 
of the community. The size of the sample is 
such that many of the items included in the Win- 


*Massachusetts Department of Public Health. 


tFor records and addresses of authors see ‘‘This Week’s Issue,” 
page 648. 





chester survey must be omitted, and even some 
of those included are of value only to confirm 
other studies which may be done on a more ex- 
tensive scale. The Shelburne-Buckland survey 
is subject to the same errors as was that of Win- 
chester, with the exception that errors largely 
due to nationality are negligible owing to the 
small foreign population. 


GENERAL DISCUSSION OF RESULTS 


Records were obtained on 1278 individuals. 
A census of the surveyed population is shown 
in Table I. 

Shelburne-Buckland has an older population 
than that of the State. The sex ratio differs 
slightly from that of the State, since Shelburne- 
Buckland has 93.1 males for every 100 females, 
while Massachusetts has 96.3 males for every 
100 females. The foreign born comprise only a 
small part of the population (8.9 per cent.) 
and represent many different countries. 


During the year preceding the survey 553 in- 
dividuals were reported as sick or 43.3 per cent. 
of the surveyed population, as compared with 
32.4 per cent. in Winchester. About one-fourth 


of those sick had more than one illness during 
the year, 455 had one illness, 82 two illnesses, 15 
On a 


three illnesses and one, four illnesses. 
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TABLE I 


SHELBURNE-BUCKLAND 


Per Cent State 
































































































Per Cent Survey Federal Census 
Age Males Females Total Shelb. Winch. 1920 
e) GOES ee SES a Z ad *. ‘alias sisittitesee deine eee 
0-5 52. 69 121 9. 47 10. ; 12.00 
6-15 121 77 198 15.48 18.5 18.00 
16-25 74 88 162 12.67 15.9 16.20 
26-35 87 80 167 13.06 14.1 16.90 
36-45 83 85 168 13.15 14.3 14.00 
46-55 76 88 164 12.84 12.2 11.20 
56-65 53 79 132 10.32 8.1 6.80 
66-75 50 67 117 9.15 4.1 3.70 
Over 75 18 27 45 3.52 By 1.20 
Age Not Stated 2 2 4 1 
Total 616 662 1278 
TABLE II |percentage basis a comparison between thee 
PERCENTAGE OF Sick INDIVIDUALS BY NUMBER findings and those of Winchester is very similar, 
OF ILLNESSES During the period June 1, 1926-June 1, 1997, 
One Two Three Four | covered by the survey, 16 residents of Shelburne 
Mil. Ill. Il. Il. |and 25 residents of Buckland died. These cases 
~ Shelb.-Buckland 82.2 14.8 2.7 .2 |represented morbidity during the year but were 
Winchester 82.0 14.8 2.8 1 ‘not included in the tabulation of the esis: In 
TABLE III 
MoRBIDITY IN SHELBURNE-BUCKLAND 
Crude Crude 
, Morbidity Morbidity 
Weighted Rate Rate 
Mortality Morbidity per 1000 per 1000 
Mortality Rate in in Shelb.- 

Diseases Ss. B. per 1000 Survey Survey Buckland Winchester 
Pneumonia .............................. 1 1 .65 5 3.9 4.6 6.6 
Tuberculosis .. ee 3 .60 1 8 1.4 21 
Other Respiratory... 1 45 83 64.9 65.4 151.9 
Aden. and Tonsils..... 4 3.1 3.1 8.5 
Other eevee ne 4 11.0 11.0 4.6 
Infections .... Vie 1 .20 95 74.3 74.5 41.2 
Cancer 5 1 2.45 3 2.3 4.8 3.1: 
Nephritis 1 1 .65 15 11.7 12.4 4.2 
Apoplexy 2 3 1.50 1.5 2.7 
Heart ........ 4 8 3.41 27 21.1 24.5 16.0 
Stomach 27 21.1 21.1 18.7 
SS Ee eee 2 .90 25 19.5 20.4 13.7 
Rheumatism concen 29 22.7 22.7 20.8 
Nervous DisSeases.........c. 53 41.5 41.5 16.7 
Female Genitals... 10 7.8 7.8 3.9 
Childbirth 1 .20 19 14.9 15.1 9.9 
ey Se 1] 8.6 8.6 3.6 
Accidents 33 25.8 25.8 12.8 
Swelling 4 3.1 | | . 

Pain 8 6.2 6.2 bd 
Others 4 81 21 16.4 17.2 49.2 
Diabetes 2 1.6 1.6 1.6 
COMVAICSCETICE  eeececcccssssessseseersneee * 
Chronic Invalid....................... 10 7.8 7.8 3.4 
Adenitis 1 8 * 1.5 
Ill-defined 34 26.6 26.6 . 
Mental 4 3.1 3.1 1.3 
High Blood Pressure......... 2 .40 15 11.7 12.1 6.3 

Total 16 25 12.2 553 433. 445. 408.5 


*No rate computed where the crude morbidity rate is less than 1.0 per cent. 
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order to obtain the correct morbidity rate the 
mortality rates have been added to the morbidity 
rates with such adjustments made as the size of 
the sample warranted. A weight of 57.4 per 
cent. was given to the Shelburne deaths and of 
95.5 per cent. to the Buckland. figures. 

While the number of cases of many of the 
illnesses is too small to be statistically significant, 
it is interesting to compare the Shelburne-Buck- 
land rates with those of Winchester, and to note 
the similarity. The respiratory discases have 
higher rates in Winchester than in Shelburne- 
Buckland; this is probably a real difference be- 
tween rural and urban communities. Infec- 
tious diseases give a higher rate in Shelburne- 
Buckland than in Winchester; this is due, how- 
ever, to an unusual prevalence of whooping. 
cough and chicken-pox in Shelburne-Bucklani1 
in the period of the survey. Over a long period 
of time there are only slight differences in the 
infectious disease rates of these two places. 
(Table VIII.) 

Cancer, nephritis, heart disease, rheumatism, 
nervous diseases, and chronic invalidism show 
higher rates in Shelburne-Buckland than in 
Winchester. While some of these differences are 
not significant statistically, they reflect what 
would be expected as Shelburne-Buckland has 
an older population than that of Winchester. 

In Shelburne-Buckland the rates for ill-de- 
fined diseases, pain and swelling exceed those of 
Winchester. This is confirmatory of the findings 
pointed out in a previous article? that there are 
slight differences in diagnosis and certification 
between the rural and urban communities. 

The incidence of the diseases is too small to 
make adjustments for age and sex, and it is 
necessary to use total diseases when dealing with 
these items. Table IV gives the morbidity as 
found in the survey for total diseases by age and 
sex distribution and makes comparison with the 
sex ratio found in Winchester. 

With the exception of the two lower and the 





TABLE IV 


highest age groups, the females have higher mor- 
bidity rates than the males. In Winchester this 
ratio occurred in all age groups. . In the Shel- 
burne-Buckland survey the differences between 
the female and the male rates are not statistic- 
ally significant in many of the age groups due 
to the small sample. For all age groups to- 
gether the difference is significant and confirms 
both the Winchester findings and those of Sy- 
denstricker in the Hagerstown study*. When 
childbirth and diseases of the female genitals are 
omitted there is still an excess of female illness- 
es, the ratio being 1.11. The ratio of the death 
rate among females to that among males in Shel- 
burne-Buckland for the past twenty-three years 
is .96.. In Winchester this ratio was .97. The 
Shelburne-Buckland findings are confirmatory of 
the Winchester findings, that females have more 
sicknesses than males while their death rate is 
less. The relation between sickness and time 
lost is shown in Table V. 








TABLE V 

TimE Lost THROUGH ILLNESS: WAGE EARNERS 
Wage Earners Total Days Average Time 

Male Lost Lost 

112 1236 11 
Wage Earners Total Days Average Time 

Fenale Lost Lost 

15 191 12.7 
Wage Earners Total Days Average Time 

Both Sexes Lost Lost 

127 1427 11.3 








The average time lost among males (11 days) 
is in excess of that found at Winchester (6.3 
days). This was largely due to the size of the 
sample and the fact that one individual was sick 
for nearly a year, making a high average. The 
female average (15 days) is far in excess of Win- 
chester (2.5 days). Probably this, also, is due 











MORBIDITY IN SHELBURNE-BUCKLAND, BY AGE AND SEx 
(Rate per 1,000) 


Ratio Morbidity Rate 


Morbidity Morbidity Females to Males 
Rate Rate Shelburne- 

Age Males per 1,000 Females’ per 1,000 Buckland Winchester 
Under 5 24 461.5 13 188.4 re: ae eee 
5-15 54 446.3 31 402.5 .90 1.07 
16-25 14 189.2 28 318.3 1.68 1.15 
26-35 24 275.8 40 500.0 1.81 1.34 
36-45 21 253.0 42 494.3 1.95 1.33 
46-55 30 394.7 42 477.4 1.21 1.34 
56-65 19 358.5 54 683.6 1.91 1.44 
66-75 28 560.0 50 746.0 1.33 1.39 
Over 75 15 833.5 21 777.5 .93 1.21 
Age not stated 3 

Total 229 371.6 324 489.4 1.32 1.24 
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to the small number of wage earners in Shel- 
burne-Buckland. 

Total illnesses were studied in relation to the 
economic status of the individual. The difference 
in illness rates in the various economic status 
was not as great as in Winchester. 





As would be expected, it was found that diph. 
theria and scarlet fever were very well re ; 
in both places. On the other hand, although 
the reporting of the five other diseases wag poor 
in both places, they were three times ag wel] Tee 
ported in Winchester as in Shelburne-Bucklang, 
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TABLE VI 


Morsipity Rates By Economic StTatus* 


Poor 
Male Female Total 








Population Shelb..Buck. 370 410 780 
Rate per1000 “ “ 308 405 369 
Rate per 1000 Winchester 211 293 251 


Moderate Comfortable 
Male Female Total Male Female Total 
173 179 352 27 31 58 
369 369 369 259 516 396 
330 408 371 443 542 499 


*Cases NOT STATED as to economic status are omitted. 








There were no significant differences in the 
per cent. of cases that employed physicians in 
the different groups in Shelburne-Buckland. Of 
the total cases of sicknesses 88 per cent. em- 
ployed a physician. 








TABLE VII 





Per CENT OF PHYSICIANS EMPLOYED: By ECONOMIC 
StTatTus* 
Shelburne-Buckland Winchester 
To- To- 
Male Female tal Male Female tal 
Poor 87.1 89.4 88.4 Tos. Fae tee 


Moderate 90.1 86.6 88.2 77.9 76.4 76.7 
Comfortable 88.4 88.2 88.8 80.6 80.8 80.7 


*Cases NOT STATED as to economic status are omitted. 








The contagious disease history of all individ- 
uals under 20 years of age was obtained for: 
chicken-pox, diphtheria, German measles, mea- 
sles, mumps, scarlet fever, and whooping-cough. 
Owing to the small size of the sample it was 
found necessary to study these in five year age 
groups. The following table shows the percentage 
of individuals who had had the various diseases 
prior to the survey, by their ages at the time of 
the survey. A comparison is made with similar 
figures from the Winchester survey. 

There is a close similarity between Shelburne 
and Winchester figures for chicken-pox, diph- 
theria, and whooping-cough. Winchester had 
slightly more mumps than Shelburne, but less 
searlet fever. In Winchester the measles rate 
was higher and the German measles rate lower 
than Shelburne-Buckland. Where German 
measles and measles are combined there is little 
difference between the two surveys. It is felt 
that these two diseases were often confused in 
both surveys. 

Table IX compares cases of seven communi- 
cable diseases reported to the local boards of 
health of Shelburne-Buckland and Winchester 
with cases found in a survey of the two towns. 
The figures used represent, in each instance, a 
ten year average. 








Whether this represents a constant difference iq 
these two towns it is not possible to say. _ 
Although the law requires that the house. 
holder shall report cases of communicable dis. 
eases, he almost never does. In only one year of 


TABLE VIII 


(1) ContTacious DISEASES IN SHF UBURNE-BUCKLAND 
(Per cent who had the disease prior to the survey) 


0-4.9 5-9.9 10-14.9 15-19.9 Total 











— 





Age Groups years years years years years 
Population 122 98 90 84 394 
Chicken-pox 15.6 41.8 61.1 60.7 493 
Diphtheria 0 2.0 4.4 83 3% 
German Measles 41 235 333 23.6 “ge 
Measles 9.0 29.6 63.4 69.1 394 
Mumps 16 10.2 18.9. 86.7 3am 
Scarlet Fever 0.8 102 144 86.7 <a 
Whooping Cough 246 55.0 74.5 714 585 





(2) ConTagious DISEASES IN WINCHESTER 
(Per cent who had the disease prior to the survey) 


Population 918 909 862 676 3365 
Chicken-Pox 13.7 50.2 58.9 655.0 434 
Diphtheria 0.4 2.6 3.9 7.0 3% 
German Measles 1.9 66 11.7 1338-3538 
Measles 18.6 60.5 81.1 83.2 59.1 
Mumps 5.8 27.0 38.4 4223 te 
Scarlet Fever 1.9 69 128 1846 8.4 
Whooping Cough 22.6 57.8 67.5 65.8 634 





German Measles and Measles (Combined) 


Shelburne-Buckland 13.1 53.1 96.7 91.7 615 
Winchester 20.5 67.1 92.8 965 668 








the ten years have we figures on the percentage 
of cases of communicable diseases seen by physi- 
cians in the two communities. In Shelburne-Buek- 
land about eighty-five per cent. of the cases of 
communicable diseases occurring were seen by 
physicians, and in Winchester ninety per cent. 
If this is taken as a picture of what occurred it 
the other nine years, there is but one conclusion 
to be drawn, namely, that the physicians are not 
reporting to the local boards of health many of 
the communicable diseases of childhood. 

An attempt was made to determine the hoy 













fuse exh tle ate, 


ne 


ee lL eee 












bp peels, Perma 


y) 


4 
+7 
Fi 
» 
Le 
4 
4 


Le 
6.8 


Sl- 
k- 
of 
by 
nt. 


on 
10t 











volume 198 


EPILEPSY AND PARKINSONISM—YAKOVLEV 


629 





Number 12 











ital facilities of Shelburne-Buckland by ascer-[{3. The crude morbidity rate for all reported ill- 
Pai g the number of admissions to the Frank- nesses was 445 per thousand, the largest sin- 
te Gonnty Hospital and the Farren Hospital, of gle group being colds and grippe with a rate 
residents of Shelburne-Buckland. | Doubtless of 65.4. as 
some individuals also went to hospitals in Bos-|4. Females have a higher morbidity rate than 
ton, Springfield, or elsewhere. During the pe- males, but a lower mortality rate. 
riod covered by the survey, 93 residents of Shel-| 5. The economic | status had little effect on 
purne-Buckland were admitted to the local hos- either the incidence of the disease or the 
pitals. This comprised about 3 per cent. of the employment of physicians. 

opulation of the two towns, and varied from | 6. Hospitalization appears to be adequate to 
the Winchester findings by less than one-fifth of the demand in Shelburne-Buckland. 
ire TABLE IX 


CoMPARISON OF REPORTED CASES TO SURVEY CASES: COMMUNICABLE DISEASES 
10-Year Average (1917-1926) 
































Shelburne-Buckland Winchester 
2 Weighted Weighted 

Reported Survey Per Cent Reported Survey Per Cent 

Disease Cases Cases Reported Cases Cases Reported 
REE ROK scsicteneanemnevicecn: 0 28.7 3.5 58.0 119.7 48.4 
Diphtheria 2.6 1.4 180.0 11.0 9.2 119.6 
German Measles 3.7 18.6 19.4 23.5 20.8 112.9 
Measles 8.6 25.8 33.3 80.6 165.6 48.6 
Mumps 0.4 9.9 4.0 39.7 74.8 53.1 
Scarlet Fever 8.9 10.1 88.1 23.3 24.9 93.6 
Whooping Cough 3.1 37.9 0.8 28.7 139.9 20.7 
Totals 28.3 132.4 21.3 264.8 554.9 47.8 








one per cent. The average length of stay was 
13 days. 

About 30 per cent. of the child-births in Shel- 
burne-Buckland were hospitalized compared 
with 63 per cent. in Winchester. There were 
only two admissions for the respiratory diseases. 

No attempt was made to study the nursing 
facilities in Shelburne-Buckland other than to 
interview the one visiting nurse who reported 
that she was extremely busy with bedside nurs- 
ing and attended a large number of patients. 


CONCLUSIONS 


1. The population of Shelburne-Buckland is 
older than Massachusetts as a whole and has 
a slightly greater excess of females. 

Of the group surveyed 43.3 per cent. re- 
ported being ill an average of 1.2 times dur- 
ing the year. 


bo 





7. The communicable diseases increase with the: 


age groups up to the 10-14.9 group fer chick- 
en-pox, German measles, and whooping- 
cough ; and up to the 15-19.9 group for diph- 
theria, measles, mumps, and scarlet fever. 


8. The reporting of the communicable diseases: 


in Shelburne-Buckland is poor. 


9. The small size of the sample studied makes 


the results of value only for comparison with 


other studies. 
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EPILEPSY AND PARKINSONISM* 


BY PAUL I. YAKOVLEV, M.D.f 


N the symptom-complex of epidemic encepha- 
litis and its residuals, convulsions are by no 
means uncommon. The Danish neurologist, 
Professor Wimmer’, in a number of personal 
observations, has shown the occurrence of con- 
vulsions after a long lapse of time (eight years 


*Paper read before Boston Society of Psychiatry and Neurol- 
ogy, October 20, 1927. 


tFor record and address of author see ‘“‘This Week’s Issue,” 
page 648. 
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sode. 
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n one ease) following the initial infectious epi- 

He qualifies these convulsions as ‘‘ Epi- 

epsy in Chronic Epidemic Encephalitis.’’ 
Walshe? as well as several authors quoted by 


Wimmer (Cruchet, Guillain, Bauer and Hedin- 
ger, Price, Stern, Grossman, Hall... .) have 
described epileptiform convulsions during the 
acute stage of epidemic encephalitis, or in the 
course of the first few months which follow it. 












630 


EPILEPSY AND .PARKINSONISM—YAKOVLEV 











I have seen two cases in which convulsions ap- 
peared within a very short time before the begin- 
ning of the acute stage. In these cases infection 
may have previously existed and, remaining la- 
tent, caused occasional convulsions. 

Epileptiform convulsions, however, in the 
symptomatology of the active toxic infectious 
a somewhat special place. They belong to the 
symptomatology of the active toxi-infectious 
process in the central nervous system rather 
than to the symptomatology of the truly post- 
encephalitic residuals or sequelae. 

If epileptiform convulsions are not uncommon 
in epidemic encephalitis, the Parkinsonian syn- 
drome is, then, extremely frequent. This is a 
truly residual condition, a post-encephalitic se- 
quel sensu strictu, analogous to tabes or hemi- 
plegia in syphilitic meningitis or meningoen- 
cephalitis. 

A condition developing only in more or less 
remote periods of the evolution of the original 
disease, remarkably stationary or only slowly 
progressive, desperately resistant to any causa- 
tive treatment, the post-encephalitic Parkin- 
sonian syndrome, as a true neurological sequel, 
is significant of structural destruction of neu- 
ronie elements with a highly specific function 
and with more or less definite localization; not 
only the function is abolished but the substratum 
itself of this function is destroyed. 

It has been my privilege to examine neurologi- 
eally the patients of the Monson State Hospital, 
and thereby I have been given an excellent 
opportunity to observe various types of epilepsy, 
not only from the point of view of its varied 
etiology but also from the point of view of the 
neurological evolution of epileptics in length of 
time. Thus, in the course of my examinations a 
special group of epileptics was gradually formed 
and stood quite apart among other types of this 
condition :—that is, the group of patients with 
a more or less definite history of an acute gen- 
eral illness in the years 1918-1922 and who de- 
veloped epileptiform convulsions within a more 
or less short lapse of time after the acute episode 
just referred to. In the majority of cases we 
had a definite contemporary diagnosis of ‘‘epi- 
demic encephalitis’’ or ‘‘epidemic grippe’’ from 
the respective hospitals or physicians." In the 
other cases this acute episode, by its severity and 
duration, frequent involvement of several mem- 
bers of the same family, slow and difficult re- 
covery, subjective symptomatology of the period 
of convalescence (diplopia, neuro-vegetative 
troubles, characteristic changes of personality) 
scarcely gives place for doubt about its nature. 

I will limit myself to a discussion of the clini- 
eal histories of two eases of undoubted encepha- 
litie epilepsy who developed later the neurologi- 
eal picture of Parkinsonism and showed an in- 
teresting relationship between this syndrome 
and convulsions. 


CasE No. 1—Stephen M.—31. 


Nothing calling for remark in the family history. 
In the remote personal history it is stated that he 








was born at full term and was quite normal 
development both physically and mentally, He ha 
measles at four, mumps and scarlet fever at eigh, 
At the declaration of war, when he wag 20 years 
old, he joined the army and in 1918, when jp 

military training camp, he had severe influenza 

ing an epidemic outbreak in his unit. He Was sick 
in an Evacuation Hospital for about three 
and had delirium during this time. His recovery 
was very slow and he was badly run-down, After 
his discharge from the hospital he was sent to 

Development Battalion. About four yearg later, in 
1922, he had his first spell. At first, as he deseri 

them, these spells were in the form of ce, 
“dazed spells” as he called them. Later came on 
convulsions with falling, biting of the tongue, jp. 
voluntary urination, followed by a period of con: 
fusion and sometimes ambulatory automatism, fp 
has had these spells since and had them up to 199 
about once a week. In 1926 he found that his gpejjg 
became milder and not so frequent as formerly, fg 
has now about one or two per month, but at the 
same time his general condition has not improyeg 
but rather has become worse. His chief comp;aint 
at the time when he came to the hospital in Oetober 
1926 was a peculiar feeling of restlessness and at 
the same time weakness and fatigue. At the time 








i 





FIG. 1, Case 1. 
kinsonism. 


Stephen M., 31, showing suggestion of Par- 


of the first examination very slight but quite up 
doubted symptoms of latent rigidity were revealed. 
They predominated on the right side of the body. 
The tendinous reflexes were somewhat hypertonic 
in type with antagonistic hamstring contraction, 
especially in the right patellar. There was a slight 
suggestion of “cog-wheel” in the right elbow, slight 
tremor of the tongue and of the fingers of both hands. 
Already, at that time, the monotony of his facial er 
pression, the peculiar wrinkling of his forehead and 
his somewhat fixed glance, attracted attention. The 
left pupil was found to be distinctly larger than the 
right, both reacting to light and accommodation 
Horizontal nystagmus on lateral vision to right. No 
other cerebellar signs; no pyramidal signs; the plat 
tar reflexes showed active flexion. Reflexes of de 
fense showed only a slight motor and no emotional 
component. No sensory disturbances. Eye-grounds 
normal. Wassermann test of the blood negative. As 
his spells at that time were not frequent, about one 
a month, he was not given any special treatment 
and was told to return within a few months. In Maj 
1927 the patient returned. His spells did not trouble 
him much. As a matter of fact, he had had ony 
two or three attacks within the time which hat 
elapsed since his previous visit, but his general cor 
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deteriorated. The feeling of weakness 
ary me increased. The patient appeared to be 
uch depressed and it was the first time that he 
re ntaneously stated that he felt at times “a xind 
of stiffness and tightness in his muscles”. 
Neurological examination revealed at this time all 
the previously found slight signs of Parkinsonism 
put much exaggerated. On passive movements, dis- 
tinct rigidity was found, especially in the right arm 
and leg. The cog-wheel sign was present in both 
elbows and forearms; reaction of antagonists mark- 
edly exaggerated; tendinous reflexes typically hyper- 
tonic; tremor in both hands; some lack of associated 
movements when walking; and typical Parkinsonian 
attitude especially of the right hand and fingers. 


Thus, in a patient 31 years old with the most 
definite history of epidemic encephalitis in 1918, 
there appeared quite frequent convulsions dur- 
ing the first three subsequent years and four 
years later there had gradually developed a mild 
but quite characteristic picture of the Parkin- 
sonian syndrome extra-pyramidal rigidity, while 
the spells had markedly dimimshed in number 
and severity. 

I have quoted this case merely as a suggestive 
introduction to the discussion of the second case, 
the clinical history of which, I believe, is quite 
remarkable. 


Case No. 2—Ernest C.—24. 

This is a colored man born in May 1903 at full 
term and from apparently healthy parents. He had 
a normal physical and mental development during 
childhood. No history of convulsions in infancy. 
He had had whooping cough at six and measles at 
seven without complications. In the winter of 1918, 
when he was about fifteen years old, he had one con- 
vulsion which was attributed to indigestion. During 
the same winter he had, as he said, influenza com- 
plicated with pneumonia. He was sick for about 
four weeks, was unconscious and recovered very 
slowly. As his memory at the present time is rather 
poor, one cannot obtain more details about this ill- 
ness. At the time he was taken ill he was in the 
eighth grade of the Sharon school doing well. After 
his sickness his personality became changed in many 
ways with marked diminution of mental abilities. 
He worked for three years in various places as 
errand boy and doing other odd jobs. Unfortunately, 
definite information about this period of his life 
between his attack of influenza and admission to 
the hospital cannot be exactly ascertained. He is 
said to have committed some delinquency. About 
one year after his influenza he began to have fre- 
quent convulsions. At about the same time, that 
is, in 1921, the first signs of rigidity were noticed 
subjectively, in the beginning in his right leg, later 
on the right side of the body. As his convulsions 
and mental enfeeblement made him unable to sustain 
himself, he was brought to the hospital and admitted 
in the autumn of 1922. According to the hospital 
records at that time, he was already showing quite 
obvious and characteristic sluggishness in move- 
ments and motor inertia. In the monthly record of 
spells during the rest of 1922 is mentioned a few 
petit mal attacks and an occasional grand mal. 


Since then none have ever been observed. At the 
Same time, especially during 1923, the muscular 
rigidity. made rapid progress and has remained about 
stationary since. I saw him first in the middle of 
1926 and since that time I have not seen any change 
in his condition. This condition is one of typical, 
advanced muscular rigidity in the form of the Park- 
insonian syndrome, as can be seen without further 
explanation of the picture: 


Thus, this patient, following a severe epidemic 
grippe in 1918, when he was about 14 or 15 years 
old, developed at first changes in personality, 
and mental enfeeblement; later epileptiform 
convtlsions appeared which, although they had 





FIG. 2, Case 2. Ernest C., 24. 
syndrome, 


Post-encephalitic Parkinsonian 


been frequent, disappeared completely after the 
patient developed the picture of advanced extra- 
pyramidal muscular rigidity in the classical 
form of the post-encephalitis Parkinsonian syn- 
drome. 

In passing, let me mention that neither among 
my own cases of post-encephalitis Parkinsonian 
rigidity have I had oceasion to see convulsions as 
a part of the syndrome, nor in the observations 
of many reliable authors could I find any ex- 
ample of such an occurrence. 

The problem of the relationship between the 
evolution of epileptic paroxysms and the evolu- 
tion of the extra-pyramidal rigidity is not con- 
fined to the problem of this relationship in en- 
cephalitie epilepsy and post-encephalitic. Parkin- 
sonism but seems to be based on a larger clinical 





foundation. In ‘the course of epilepsy of more 
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or less long standing specific changes are ob- 
served in the afflicted individuals. These changes 
are what is commonly called ‘‘deterioration.’’ 
The longer and closer I observe the deterioration 
of epileptics, the stronger grows in my mind a 
conviction that this deterioration is a clinical 
syndrome of which paroxysms are the earliest, 
the most constant, the most characteristic, but 
perhaps not absolutely necessary element. Since 
until recently such a conception of epileptic de- 
terioration has been entirely subordinated to the 
theory of the paroxysms as the etiological factor 
in epilepsy, I feel that this theory should be 
questioned. 

In the clinical evolution of the deterioration, 
besides characteristic changes in the mental 
sphere of the afflicted individuals, there take 
place neurosomatic changes, characteristic and 
amenable to clinical determinism. Among the 
symptoms of neurosomatic deterioration of epi- 
lepties the signs of the group of Parkinsonism, 
at first faint, later more and more definite, are 
especially common and I dare say clinically the 
most characteristic. So, in several hundred pa- 
tients at the Monson State Hospital, that is in 
patients with more or less long standing epilepsy 
and a more or less confirmed degree of deteriora- 
tion, a good half of them showed these symptoms 
of Parkinsonism as the only neurological find- 
ings or, more frequently, associated with other 
organic signs of extrapyramidal, pyramidal and 
sometimes of cerebellar degeneration. 

A clinical history of one ease I will discuss 
here as an illustration. Not many of our pa- 
tients exhibit the state of Parkinsonism shown 
in this ease in such a definite form, but many 
of them do so with sufficient clinical evidence to 
give me foundation for the above expressed ideas. 


Case No. 3—Louis C.—49. 

The family history is negative. The mother had 
seven children without miscarriages. The patient 
has four brothers and two sisters living and well. 
The patient’s sister said that, as far as she can re- 
member, he was well as a baby and was apparently 
healthy during childhood. However, he seemed to 
be duller than the other brothers and sisters. The 
patient always has been a man of good habits and 
until he began to have his spells he was industrious 
ana thrifty, a shoe-maker by trade. When about 
thirty years of age, that is, eighteen or nineteen 
years ago, he lost his wife and one baby, who were 
burned in a fire. It is said that this misfortune 
deeply affected him. Soon afterwards he married a 
second time, the sister of his former wife. After 
his second marriage he began to have epileptic spells. 
At first they were petit mal; “his eyes become glassy, 
he appears dazed and does strange things, such as 
taking off his shoes.’ Later complete convulsions 
appeared and gradually grew in number and severity. 
At one time he had them as frequentiy as three or 
four petit mal attacks per day and almost every 
day he had grand mal convulsions. He began to fail 
mentally, became dull, inactive and apathetic. His 
second wife left him on account of these spells. He 
tried to work in different places but could not hold 
a job long. Although his mental condition continued 
to grow worse, in later years his spells became less 
frequent. In April 1925 he was admitted to the 


hospital and during the rest of the year averaged 
four to five spells a month. 


During the years 1926 





is 
and 1927 the number of his spells remained about 
same. At the present time he has about three : 
tacks per month. He was examined by myneit 
August 1926. His mental condition at that time 
was typical of epileptic deterioration. He was 
demented in the proper sense of the word but Showed 
characteristic traits of inhibition of the higher mep. 
tal activities, slow monotonous flow of ideas, 

mental associations, poverty of initiative. He has 
not the slightest idea of his epileptic paroxysms 

a matter of fact, he even shows astonishment. 

he has spells. During the neurological examination 
attention was attracted by the peculiar and quits 
characteristic attitude of the patient as shown by 
the pictures (igures 3-4.) His movements are 
slow, lacking in variety, and when walking the nop. 
mal synkinesias are absent. His voice is mono. 
tonous and somewhat dragging, his facial expression 
uniform and stereotyped; the glance is immobile: 
the pupils contracted with conservation of ali re. 
flex reactions. No nystagmus but irregularly pe 
peated movements of the eyeballs on lateral vision, 
Tongue protrudes symmetrically and shows tremor 
Fine tremor exists also in the fingers of both hands 
Testing passive movements in the extremities, one 
feels a certain amount of rigidity and the eog. 
wheel sign is often perceived in the elbows and 
forearms. 

The tendinous reflexes sometimes are typically 
hypertonic, especially the patellar, which is more 
rigid on the left side. The tonic postural reflexes 
are exaggerated on both sides, more so on the left, 
Reaction of the antagonists exaggerated. No signs 
of pyramidal, cerebellar or sensory disturbances, 
Eyegrounds normal. Wassermann test on the spinal 
fluid and blood repeatedly negative. 


In this case we have, therefore, an illustration 
of typical neurosomatic changes in a ease of late 
epilepsy of about eighteen years’ duration, show- 
ing marked deterioration. In an individual pre- 
viously healthy in every way appeared epileptic 
convulsions which were quite frequent during 
the first few years after the onset, accompanied 
by mental enfeeblement. Later these spells be- 
came relatively rare in number and at the same 
time atypical picture of Parkinsonism developed 
with advancement of deterioration. 

I wish to specify that I am not the only one 
whose attention has been drawn to the symptoms 
of Parkinsonism in the course of epileptic deteri- 
oration. Thus, Urechia and Elekes* described 
a patient 42 years old, who from the age of two 
years was subject to epilepsy and had frequent 
convulsions. About three or four years before 
his death he gradually developed a typical Par- 
kinsonian syndrome while the convulsions en- 
tirely disappeared. This case was studied Jater 
pathologically by Urechia and Michaleseu‘. In 
the brief note concerning the anatomical exami- 
nation of the brain, the authors cite the marked 
degenerative changes in the region of the basal 
ganglia without evidence of an inflammatory 
process. The authors conclude that the possibil- 
ity is not excluded that the Parkinsonian syn- 
drome in the clinical history of this case might 
have been due to a superadded epidemic en- 
cephalitis; however, absence of inflammatory 
lesions in this condition would be quite excep- 
tional. 

Toulouse, Marchang, Bauer and Male® in 
1926 presented at the meeting of the Paris Clini 
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eal Society of Mental Medicine two cases of 
“epilepsy present from early childhood with 
marked mental enfeeblement and development 
of the Parkinsonian syndrome in the later evo- 
lution. Unfortunately in the available abstract 
of the transactions of the Society, I could not 
find any statement regarding the evolution of 
the epileptic paroxysms in these interesting 
eases before and after the onset of the Parkin- 
sonian syndrome. : 

I suppose the reader has noticed already, if 
not I call his attention to the fact, that when 
speaking of characteristic signs of neurosomatie 
deterioration in epileptics, I used the somewhat 
vague term of Parkinsonism in preference to the 





FIGS. 3-4, Case 3. L. C., 49. 


specific term Parkinsonian syndrome. If there 
has thus far seemed to be an analogy between the 
neurological picture of some deteriorated epilep- 
ties and the picture of Parkinson’s disease, as 
there was for example in the case I have just 
discussed, this is, however, merely an analogy; 
but, so far, I cannot commit myself to the state- 
ment that there is necessarily an identity. Many 





clinically between Parkinsonism developing in 
the evolution of epileptic deterioration and Par- 
kinson’s disease and the post-encephalitie Par- 
kinsonian syndrome sensu strictu. 

First of all, in epileptoid deterioration, mental 
changes constitute, no doubt, too important a 
component to be overlooked, while in the Parkin- 








Parkinsonism in a deteriorate’ epileptic. 


sonian syndrome proper the mental changes re- 
cede far into the background, if present at all. 
Secondly, the signs of Parkinsonism in epi- 
leptic deterioration develop and persist only in 
a relative minority of cases in a pure form, as I 
have already mentioned; in the majority of 


epileptics, the symptoms of Parkinsonism are 


usually associated with signs of organic de- 


important features permit of differentiation \ficiency in other parts of the central nervous 
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system. These signs of Parkinsonism frequently 
are associated with symptoms of deficiency of 
the cortico-pyramidal system, so as to give an 
extremely intricate semeiological blend. This 
last association of symptoms, that is, subcortical 
and cortico-pyramidal, often results in a picture 
resembling pseudo-bulbar palsy.* 

In epileptic deterioration a symptom-complex 
similar to the extra-pyramidal, rigid type of 
pseudo-bulbar palsy is frequently encountered. 
This last symptom-complex is observed paradoxi- 
cally enough in two extremes of the life scale. 
On the other hand it appears in aged peuple, 
among which two groups can be discriminated : 
those who develop first a clinical picture of 
pseudo-bulbar palsy and then begin to have epi- 
leptiform attacks, usually mild (vertigo) attacks 
as an integra! part of their syndrome, and those 
who life-long were subject to epilepsy and gradu- 
ally developed in the process of deterioration a 
more or less close picture of pseudo-bulbar palsy. 
These two groups belong to the ‘‘senile’’ form of 
this condition. 


On the other hand, the pseudo-bulbar symp- 
tom-complex of the rigid type is observed in 
young epileptics at the end of the first and the 
first part of the second decades of life,—‘‘juve- 
nile’’ pseudo-bulbar palsy of epilepties. One of 
these last cases I am going to discuss as an illus- 
tration. 


CasE No. 4—Joseph M.—15. 

Born at full term in May, 1911. Father and mother 
were healthy. Mother had no miscarriages. The 
patient was the first child, and was considered a nor- 
mal infant: cut his teeth, walked and talked, so far 
as it could be ascertained, at the average time and 
had no convulsions in infancy. On two occasions, 
when four months old and when three years old, he 
fell from the baby carriage and injured his head. 
The mother thinks that he never had any of the 
childhood diseases. When about four months old 
the first convulsion was recorded, without fever, and 
without indication of some acute illness preceding 
or following this first attack. Since that time he has 
continued to have them frequently. He showed con- 
siderable delay in his mental development and never 
went to school. In November, 1923, he was admitted 
to the hospital. His psychometric test at that time 
was one of a child of about four or five years old with 
a chronological age of twelve, and he has markedly 
tailed since. According to the hospital records at 
the time of admission the patient appeared to be well 
developed physically. Though mentally very deficient 
he was able to walk and run around and play with 
other boys at the Children’s Colony. He had numer- 
ous epileptic seizures, averaging from fifteen to 
twenty per month. During the rest of 1923 and dur- 
ing 1924 he continued to have frequent attacks with 
about the same average of fifteen per month. In 1906 
his physical and mental condition showed sudden and 


*Pseudo-bulbar palsy, accurately speaking, is neither a dis- 
ease nor a syndrome but rather a broad symptomatological con- 
ception, a cortico-subcortical symptom-complex, developing in 
various diseases of the brain and including different neurologi- 
cal syndromes. Among these syndromes so far have been clearly 
isolated: the pyramidal type of pseudo-bulbar palsy (double 
hemiplegia in senile, lacunary disintegration of the brain) and 
the extra-pyramidal typeu of pseudo-bulbar palsy, isolated not 
so long ago by Lhermitte, in which type the symptoms of the 
pyramidal lesion recede into the background of the clinical pic- 
ture while the symptom-complex of pallidal rigidity predomi- 
nate. It is recognized that between these two extreme types 


all intermedial degrees can be observed. 








marked impairment. Paradoxically enough his 
were becoming less numerous. During the last Dart 
of 1925 and the beginning of 1926 he had an g 

of ten spells per month. I examined him 
October, 1926, at which time he was in the condition 
shown by Figures 5-6. His spells became rare, 

or five per month. At the same time, about four or 
five months ago, he became exceedingly rigid, 
most of his time in bed and one could hardly induce 
him to walk. During the neurological examination 
the general muscular rigidity was striking. Hig gen. 
eral attitude is one of ante-flexion of the trunk; heag 
bent down; arms rigidly flexed at elbows; hands anq 
fingers in characteristic posture—the thumb and ip. 





FIG. 5, Case 4. M., 15. Parkinsonian and Pseudo- 


Joseph 
bulbar attitude of body. 


dex fingers together—fiexed at the first phalanges, 
extended at the distal phalanges. Legs flexed at the 
knees, adducted at the hips. When walking associ- 
ated movements are lacking. One observes a peculiar 
picture of muscular rigidity and paraplegic spasticity. 
He walks, taking short steps, typically “demarche a 
petit pas’’. 

His face is unexpressive and immobile: the lower 
jaw drooping; the mouth open; saliva drooling over 
the lower lip. He does not speak spontaneously but 
when stimulated he answers questions in a slow 
monotonous and monosyllabic manner. He pro 
nounces the words at the expiratory phase. Pupils 
are equal but react to light sluggishly. When asked 
to show his tongue, he does it slowly, begins with 
delay, and does not protrude it completely. No 
tremor in the tongue. At times, however, rhythmical 
tremor was seen in the fingers of both hands. On 
passive movements in the extremities, one perceives 
an extreme rigidity. The tendinous reflexes are ex- 
aggerated with high amplitude and low threshold and 
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time they are hypertonic, that is, abrupt, 
er crargorated contraction of the antagonists and 
in the patellar one observes a typical exaggeration 
of the flexion phase over the extension phase with 
marked hamstring, “braking phenomenon. The 
plantar reflexes are distinctly. extensor on the left 
side; on the right side the response is sluggish; some- 
times flexion, more often extension. Reflexes of de- 
fense are exaggerated in both motor and emotional 
components and more so on the left side. Reaction 
of the antagonists is highly exaggerated. There is 
a distinct cog-wheel sign, especially in the right elbow 
and right forearm, ' There is clonus in both feet. Eye 
grounds normal. Wassermann negative. A Wasser- 
mann test of the parents could not be done. f 





FIG. 6, Case 4. Joseph M., 15. Note flexion attitude of 
position. 


As one sees from the history of this patient, 
the condition in which he is found at the present 
time developed rather rapidly during the last 
two or three years. I believe there is no neces- 
sity to emphasize the striking analogy in his gen- 
eral aspect, especially in the posture of trunk 
and extremities, with the aspect and the posture 
of the case of post-encephalitic Parkinsonian 
syndrome, Ernest C., (case 2), but at the same 
time there are found many important points of 
difference between these two cases. The main 
difference is that in the case of Joseph M., be- 
sides the well-expressed symptomatology of ex- 
trapyramidal rigidity, there are present numer- 
ous symptoms of advanced pyramidal deficiency : 
bilateral Babinski sign, clonus, not only hyper- 
tonie but also exaggerated tendinous reflexes, 
exaggerated reflexes of defense, exaggerated 
emotional reaction to painful stimuli, in striking 
contrast to the absolute indifference in the Par- 
kinsonian ease. The drooping lower jaw, open 
mouth, difficulty of swallowing, the speech at 
the end of the expiratory phase, and ‘‘demarche 
a petit pas’’, in the case of Joseph M. suggest- 
ively bring into mind the idea of juvenile 
pseudo-bulbar palsy. Looking at him one hardly 
would escape the impression of premature senil- 
ity. He has that peculiar oldish aspect, ‘‘]’aire 
viellot’’, so characteristic of this condition, of 
which this case, I believe, is a rather typical 
example. The symptomatology of this patient 
exhibifs an excellent illustration of the intricate 
blend of signs of two different types on the one 
hand, rigidity, tremor, Parkinsonian attitude, 
lack of associated movements; on the other hand, 
mental enfeeblement, spasticity, bilateral Babin- 





ski, peculiar clumsiness, slowness of movements, 
In his gait one can discriminate not only extra- 
pyramidal rigidity. but also paraplegic spas- 
ticity. 

Basing my deductions on the ultimate evolu: 
tion of several other similar cases under my ob- 
servation at’ present, I venture a prognosis in 
this ease. His future, I believe, is a cerebral 
paraplegia in flexion similar to a few other cases 
where the ultimate condition is illustrated to full 
extent, (Figs. 8-9-10).- There are, in the hospi- 
tal, at least thirty cases of various degrees of the 





lower limbs. This attitude’ became more and more his favorite 


evolution of this condition. (Fig. 7)— Joseph 
M. is not yet completely paraplegic but already 
with the suggestive symptoms of. paraplegic 
spasticity in the legs, he has a marked tendency 
to this flexion attitude of the lower limbs ‘when 
he is in bed. (Fig. 6.) 

In many other instances, one could demon- 
strate the opposition between evolution of the 
rigidity on the one side and the number of spells 
on the other. 

The few cases I have just discussed belong, no 
doubt, to the most characteristic which+ have 
come under our observation. I ‘would, perhaps, 
hesitate to present their histories as an argument 
in favor of my contention that extrapyramidal 
rigidity is extremely characteristic in the evolu- 
tion of epileptic deterioration and that with the 
advancement of this rigidity often there 4s a co- 
incident diminishing in number or even disap- 
pearance of convulsions, if this same contention 
did not seem to be supported by the analogous 
facts observed in larger clinical experience. In 
a separate work Dr. Hodskins and myself are 
pursuing at present on organic nervous semeiol- 
ogy in epileptics some preliminary data were 
collected. I take the liberty of discussing briefly 
some of the preliminary results based on ma- 
terial of three hundred cases and bearing on the 
extrapyramidal component of the semeiology. of 
epileptics and the average number of spells in 
the same cases. On the diagram ‘‘A’’—(Fig. 
12) are represented two curves. The dotted 
curve ‘‘G. M.’’ represents the average number of 
grand mal attacks. Continuous curve ‘‘ Ex- 
Py.’’ represents the average frequency of extra- 
pyramidal symptoms on the same cases. Every 











636 EPILEPSY AND PARKINSONISM—YAKOVLEV 











successive joint of each curve corresponds to the 
successive age groups. 

The average duration of epilepsy in these pa- 
tients is about proportioned to the age. The 
reason of this parallelism between age and dura- 
tion is given by Diagram B, (Fig. 11). On this 
diagram is given the frequency of onset of con- 
vulsions in successive years of the life scale of 











toms referable to deficiency at the subecort 
functional level, steadily increases with advance. 
ment of the age, and therefore, with advance. 
ment of the duration of the epilepsy, This 
curve represents almost exclusively the symp. 
toms of the so-called pallidal type; that is, ‘ 
gerated reaction of the antagonists, exaggerateq 
tonic or postural reflexes, abolished normal syn- 





FIG. 8. 





FIG. 9. 





FIG. 10. 


Three cases, Figs. 8-9-10, of juvenile pseudo-bulbar palsy 


' presenting picture of ultimate evolution of cerebral flexion- 
Initial state. FIG. 7. paraplegia. Convulsions were frequent but became rare. 


our cases. One can see that a majority of our 
epileptics began their convulsions before nine- 
teen years of age. We call this group ‘‘ juvenile 
epilepsy’’. In a minority of cases the convul- 
sions began after nineteen and occurred with 
about regular and even frequency throughout 
the rest of the life scale. Let us call it ‘‘late 
epilepsy’’. 

The predominance of the onset in the very 
beginning of life explains the parallelism be- 
tween the age of the patient and the duration of 
the epilepsy. 

Let us return to the curves of Diagram A. As 
is shown by the curve ‘‘Ex.-Py.’’, the average 
frequency of observed extrapyramidal symp- 








kinesias, diminished or abolished reactions to 
painful stimuli, hypertonic tendinous reflexes, 
cog-wheel, tremor, just those signs which are 
generally characteristic of Parkinsonism. 

The second curve on this diagram, curve G-M, 
does not require much discussion. The average 
number of spells, grand mal only being consid- 
ered, in the cases of the first decade, is nine per 
month at the respective time of examination of 
each ease. In the first half of the second decade, 
seven spells; in the second half, five; in the third 
decade, four; in the fourth, four; in the fifth, 
three; and in the last two decades, two or less 
than two. 

Comparing the curve of spells with the curve 
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FIG. 11. Relative frequency of the onset of convulsions in successive years of age. 
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t of rigidity, one can see that if in the details the|comes less and less,—the curve of grand mal 
| curves do not show regular relationship, never-| attacks goes in the opposite direction. 
,, theless, in the general run throughout the ma-| Such are the clinical phenomena which I have 
d terial they are interrelated. With advancement|encountered. Whether they are accidental or 
, of the age and the relative duration of the epi-| virtually interrelated, I cannot be absolutely 
. lepsy, rigidity is more and more frequent, the}sure. This is a problem for further observation. 
| curve steadily rises; while at the same time and|I think, however, that extrapyramidal rigidity, 
e in the same material the number of spells be- wearing out of the sub-cortical functional level, 
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is the physical sub-stratum of epileptic deteri- 
oration. I believe, also, that when the functional 
disintegration of the upper neural levels, and 
especially of the sub-cortical, reaches a certain 
degree of advancement the convulsive reaction 
capacity of the diseased central nervous system 
diminishes.* 


*]1 would not feel that this paper is finished without express- 
ing deep acknowledgment to Dr. Morgan B. Hodskins for the 
abundant facilities afforded me in my hospital work, and to 
Dr. Stanley Cobb for his never-failing encouragement. 
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A NEW INSTRUMENT FOR THE CYSTOSCOPIC REMOVAL OR 
URETERAL CALCULI* 


BY SAMUEL N. VOSE, M.D., F.A.C.S.T 


HE eystoscopic method of attack upon im- 

pacted ureteral calculi has received consider- 
able attention from urologists during the past 
few years. Its advantages are obvious. Its field 
of usefulness is limited, however, by several con- 
siderations, chief among which are the delay and 
uncertainty incident to this mode of treatment. 
Many patients object to repeated cystoscopic 
manipulations, preferring an operation and 
quick relief from their troubles. Infection and 
evidences of renal damage occasionally demand 
operative removal of a stone which might rea- 
sonably be expected to pass if given enough time 
and encouragement. 

In the attempt to overcome these limitations 
a number of instruments have been devised to 
facilitate the passage of impacted stones. In 
general these are intended merely to dislodge the 
stone or dilate the impeding stricture, the actual 
expulsion of the stone being left to nature, the 
obstacles to its passage having been removed. 
In one or two instances the purpose of the in- 
strument is to grasp the stone and extract it. 
The use of many of these instruments is not 
without danger of serious injury to the ureter, 
and although the element of risk necessarily at- 
tends any surgical procedure, the concensus 
among urologists seems to be that perhaps as 
much may be safely accomplished by simple di- 
latation or by the use of the inlying ureteral 
catheter. 

Most of the efforts along this line have been 
directed toward the ideal result of removing the 
stone intact. While this is no doubt satisfying 
to the natural curiosity of the patient, it does 
not seem essential to his relief and certain stones 
might be more easily removed if they could be 
reduced in size while in the ureter. The theo- 
retical aspects of the subject of crushing ure- 
teral stones have been ably treated by Cecil’, 
who in 1926 designed an instrument for the pur- 
pose and reported a case in which it was suc- 
cessfully accomplished. While this method has 
not had sufficient trial to definitely establish its 


*From the Department of Genito-urinary Surgery, Boston 
University ‘School of Medicine. 
¢For record and address of’ author see ‘‘This Week’s Issue,”’ 


page 648. 








value, it would seem to be a rational procedure 
in some cases if further experience proves that 
it can be done without disproportionate danger 

The instrument herewith described has teen 
designed for the purpose of extracting small 
stones from the ureter and crushing certain 
larger ones, and possesses several features of 
safety and efficiency lacking in instruments 
which have come to my attention. 

It consists of a flexible cannula, of the type 
commonly used in cystoscopic operating instry. 
ments, long enough to reach the upper ureter 
through the operating cystoscope. To the prox. 
imal end of the cannula is attached a handle of 
the ordinary thumb and finger ring type. Into 
the distal end of the cannula is fitted a specially. 
designed wire snare, which encloses’ within its 
wires two metal jaws. A clear idea of the con- 
struction may be had from the accompanying 
drawings. Note that the four wires of the snare 
are in reality two continuous wires, extending 
the entire length of the cannula. Situated lat. 
erally to the face of the jaws, they effectually 
prevent the possibility of the ureter heing caught 
between the jaws in closing the instrument. The 
spread of the snare is caused by the natural 
spring of the wires as they emerge from the ean. 
nula and impinge on the rounded lateral sur 
face of the proximal jaw. Injury from overdila- 
tation of the ureter is thus prevented. The 
spread is enough, however, to admit good-sized 
stones, particularly as the wire is not rigid and 
will adapt itself to the size of the stone. At no 
point is the wire sharply bent, this feature ren- 
dering breaking very unlikely. To the serew at 
the distal end may be attached either a blunt 
tip or filiform. Both the handle and snare are 
detachable for purposes of cleaning, repair or re 
placement. 

This instrument has been used in four cases 
of ureteral stone. In one case the stone was 9 
tightly impacted that no instrument could bk 
passed by the obstruction and after several at 
tempts ureterotomy was done, at which time the | 
stone was dislodged from its bed with difficulty. 
In two eases the stone was extracted at the first 
attempt and in the fourth case the stone was 
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—— CCC . 
crushed at the second cystoscopy, a previous at- 


having failed to pass the instrument by 
tne These patients were kept in the hos- 


pital for tw 





crushing as a method of removal of ureteral 
ealeuli has not had sufficient trial to definitely 
fix its status, there is no obvious reason why it 
o to four days after the operation, ‘should not be safely carried out and be of con- 
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Snare opened with jaws separated. 


Cross sections showing construction. 


Instrument closed with blunt tip for introduction. 


A a. 
B a, b, c. 
A b. 
Ac. Handle. 
but in no case did any reaction occur. In addi- 
tion to this clinical test, the instrument has 
been tried on a variety of stones previously 
passed. In no instance has one been found hard 
enough to resist the crushing action. The tech- 
nique which has proved useful consists in pass- 
ing the instrument by the stone, opening the 
snare and withdrawing it by the stone which is 
caught in passing. A scale on the handle shows 
whether the snare is open or closed. 
In conclusion, it may be repeated that while 





siderable value in many cases. In any event, 
the extraction of small stones by means of the 
instrument described is a safe and practicable 
method of removal. 


I wish to express my appreciation of the help of 
Mr. R. H. Wappler of New York in working out the 
mechanical details of this instrument. 
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A NOTE ON TWO RARE ANATOMICAL FUGITIVE SHEETS* 


BY JAMES F. BALLARDT 


URING the past year the Boston Medical Li- 

brary has been successful in acquiring a 
number of important historical books, including 
the first printed medical book published in the 
United States and the anatomical drawings of 
Alexander Ramsay. There has also been loaned 
to the Library the important Bullard collection 
of 140 medical incunabula. More recently two 
extremely rare anatomical fugitive sheets have 
been discovered and are herewith reproduced. 
_In the early days of printing popular broad- 
sides were published dealing with business, reli- 
gion, health and disease. Those relating to health 
dealt cliiefly with bleeding, purging, and the 
pest, and 100 purgation and bleeding and 41 


*Read before the Boston Medical History Club, Feb. 24, 1928. 


tFor record and address of author see ‘‘This Week’s Issue,” 
Page 648. 





pest broadsides printed before 1501 are known 
and described. 


The first medical book to be definitely illus- 
trated is the ‘‘Fasciculus medicine’’ of John of 
Ketham, printed in 1491, of which there is only 
one known copy in an English speaking country 
and which is the property of the Boston Medical 
Library. The second anatomical illustration is 
the single sheet Hela skeleton of 1493 later re- 
produced in the 1497 edition of Brunschwig’s 
‘‘Buch der chirurgia’’ and in the Latin ‘‘ Hortus 
Sanitatis’’ of the same year, followed by the cut 
of the abdominal muscles to be found in the 1496 
edition of the ‘‘Conciliator’’ of Petrus de Abano. 

Many of the early presses must have printed 
anatomical broadsides which are well called fugi- 
tive sheets as comparatively few have survived 














640: 


TWO RARE ANATOMICAL FUGITIVE SHEETS—BALLARD 








to this.day.. The most famous of these sheets are 
the Tabulae ‘‘sechs’’ of Vesalius printed at Ven- 
i¢e in 1538 and which inspired many imitators or 
followers. 

Of late years there has been manifested a great 
interest in these anatomical broadsides and Dr. 
LeRoy Crummer of Omaha’ has made a special 
study of them and has classified them into va- 
rious groups. These sheets are generally found 
pasted into or bound with large anatomical folios 
and it has been the dream of every collector to 
discover one of these broadsides. 

A couple of months ago, while hunting for an 
anatomical book for Dr. John Warren, I no- 
ticed a large folio volume which attracted my at- 
tention. On examination it was found to be an 
uneut copy of the German ‘‘Epitome’’ of Vesa- 
lius of 1543, which itself is extremely rare, but 
bound in the back were two dated anatomical 
broadsides of extreme rarity, one of which is 
probably unique. They are either another edi- 
tion or a variant of the Vogther plates of 1539. 
Dr. Crummer informs me that they are the same 
as the Guldenmuth set of 1539 which was printed 
at Nuremburg and he is of the opinion that Gul- 
denmuth is the latinized form of Froélich. The 
imprint is ‘‘Getruckt zu Strassburg bey Jacob 
Frolich im Jar 1544’’. The plates measure twen- 
ty by twelve and one-half inches for the female 
and twenty by twelve inches for the male figure. 









They are beautifully colored, so well that: 

is hard to tell whether they have pone that E 
or hand colored, but probably they haye 
colored by a master hand although eolor print. 
ing is known as early as 1497. The large fig. 
ures are about twelve inches tall and they 
surrounded by illustrations of various inte — 
organs which are inserted into the text. The dig 
secting flaps are remarkably well attached 
consist of six impositions in the female and fiyg 
in the male. 


In the female figure the uterus under the flap 
is depicted with the fetus crouched in the uterys 
with both hands over the ears. In the text jm. 
mediately besides the large figure ig aq Die. 
ture of the female organs with the uterus in 
place and in this uterus there is a crouching fig. 
ure of the fetus with the hands over the eyes, 

In Dr. Crummer’s list there is a long gap be. 
tween 1539 and 1552, that is of ‘‘ Adam ang 
Eve’’ plates. If the 1539 plates were inspired 
by the 1538 ‘‘Tabulae,’’ it seems logical to as. 
sume that this set of 1544 figures was inspired 
by the 1543 ‘‘Epitome’’. They belong to the 
so called Adam and Eve plates. <A copy of the 
female figure is at Strassburg but the male fig. 
ure is unrecorded and probably unique. 
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CASE 14121 
CHRONIC ASTHMA 
MepicaL DEPARTMENT 


An American of seventy-seven entered the 
hospital December 15 so weak that the history 
taking was stopped almost at its beginning. The 
chief complaint was ‘‘bronchial asthma’’. 

As long as he could remember he had had 
‘‘asthma’’ of the worst sort. The present attack 
began suddenly three weeks before admission. 


Clinical examination showed a pale, emaciated, 
yery senile old man coughing weakly but fre- 
quently and occasionally raising a dram of gray- 
ish mucopurulent non-tenacious sputum. Low- 
er conjunctivae bordered with mucopurulent 
secretion. Teeth all missing. The throat showed 
a few slightly red areas covered with exudate. 
Spine stiffened. Apex impulse of the heart felt 
10 centimeters to the left of midsternum, coin- 
eiding with the left border of dullness 2 centi- 
meters outside the midclavicular line. Supra- 
cardiac dullness and right border of dullness not 
made out. Sounds of poor quality, weak. Pul- 
monic second sound accentuated. Rhythm regu- 
lar. A soft apical systolic murmur, a question- 
able basal systolic, no diastolic. Artery walls 
markedly thickened and tortuous. Blood pres- 
sure 90/0. There was a definite reduction in 
the intensity of sound at 40 millimeters, but 
definite beats could be heard down to zero. 
Marked emphysema. Occasional diffuse asth- 
matic squeaks. Coarse rhonchi throughout, dis- 
appearing after cough. No consolidation made 
out. Diffuse moist rales which tended to disap- 
pear after coughing. Breath sounds prolonged 
and slightly raised in pitch. Whisper dimin- 
ished throughout. Slight dullness at both bases 
behind. Tactile fremitus normal or slightly de- 
creased. Expansion limited equally on both 
sides. Marked apical retraction, more on the 
right. Slight tenderness in the right upper quad- 
rant. Voluntary spasm prevented satisfactory 
examination. Cecum enlarged, firm, full of gur- 
gles; not hard or tender. Slight pitting edema 
of the feet, more on the left. Extremities cold. 
Eezematoid macular eruption over both lower 
legs. Pupils normal. Fundi, especially the left, 
obscured as to detail by opaque lenses. Knee- 
jerks not obtained without reinforcement. 











Amount of urine normal, specifie gravity 
1.014, a trace of albumin, 10 to 20 leukocytes per 
field in the single specimen. Blood: 6,200 to 
9,300 leukocytes until December 20, polymorpho- 
nuclears 89.5 to 85 per cent.; hemoglobin 40 to 
45 per cent. and reds 1,000,000 to 1,500,000 be- 
fore transfusion, afterwards hemoglobin 50 to 
55 per cent., reds 1,828,000 to 1,656,000. En- 
trance smear: polymorphonuclears multilobed 
and granular, red cells showed more than normal 
variation in size and shape; a few large poly- 
chromatophilic cells, no true microcytes. Plate- 
lets not definitely diminished, varied in size, a 
few large. No marked achromia. Smear De- 
cember 16: polymorphonuclears old, with many 
lobes and large granules. Marked poikilocyto- 
sis and some anisocytosis, several small reds seen, 
a few large ones, reds in general smaller than 
normal, no young forms seen. Platelets slightly 
decreased, with some variation in size, some large 
platelets. Reticulocytes 0.3 per cent. before 
tranfusion, 0.1 to 8.6 per cent. after transfusion. 
Red cell diameter measurements: median and 
dispersion both markedly increased. Icterie in- 
dex 15. Wassermann: bile. Non-protein nitro- 
gen 75 to 77 milligrams. Fasting contents of 
stomach: 170 cubie centimeters of brown liquid 
with precipitate, no free hydrochloric acid, com- 
bined acid 52, guaiae strongly positive. Test 
meal: 25 cubie centimeters of light brown ma- 
terial with precipitate, free hydrochloric acid 0, 
combined acid 24, guaiac positive. 

Temperature 97.8° to 102.3°, rectal. Pulse 69 
to 138. Respirations 24 to 32. 

The patient was too weak for study. Decem- 
ber 17 he seemed in a moribund coma. There 
was left facial paralysis, ptosis of the left eye 
and pulling of the mouth toward the right side. 
Tracheal rales were audible across the room. 600 
cubie centimeters of blood was transfused. 
There seemed to be slight improvement follow- 
ing the transfusion. He roused somewhat from 
coma. Six hours later there was no facial 
paralysis. He progressed satisfactorily until the 
night of December 20. Then the rhonchi in- 
creased in number and became more widespread. 
The leucocyte count was 34,000. Soon after 
midnight he died. 


DIscussIONn 
BY RICHARD C. CABOT, M.D. 
NOTES ON THE PHYSICAL EXAMINATION 


With the explanation as given I think the 
probable right reading of this blood pressure 
would be 90/40. 

The hemoglobin reading would tend to make 
us think there was no achromia. They are ask- 
ing themselves the question as to whether this. 
is pernicious anemia or not, and trying to get 
light on that question from the details of the 
blood. Most of the facts on the blood so far are 
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against it. In pernicious anemia ordinarily we 
do see plenty of young forms. ‘‘ Reticulated 
cells 0.3 per cent.’’ is low. It backs up what I 
said about the young forms. The reticulated is 
a young form, and with an active marrow ordi- 
narily would be in much higher per cent. than 
that. There is a high figure after transfusion. 
Red cell diameter measurement is quite a diffi- 
cult, long job to do. Since they have done it 
they have said the most important single thing 
there is to say in favor of pernicious anemia. 
The central fact about pernicious anemia is big, 
well colored cells. One ordinarily guesses at 
the size; but here they actually measured it. 

Dr. Tracy B. Matuory: Does that prove that 
their original guesses were wrong? 

Dr. Casor: Yes, I should say so. 

The non-protein nitrogen is distinctly high, 
though not tremendously high. 

The temperature most of the time is 100° or 
higher. The striking thing about the pulse is its 
gradual improvement so far as we can tell from 
the rate. So this is a febrile case with a pulse 
that looked as if it were improving. 

‘*Too weak to get his story’’ makes us very 
likely to go wrong in our diagnosis, because cor- 
rect diagnosis here, as figures show, is much 
more dependent on history than it is on physical 
examination. When we do not have a history 
we are much more apt to go wrong. 


DIFFERENTIAL DIAGNOSIS 


We have two main questions of interest, I 
think, as we examine the record of this case: 
the source (1) of his chest trouble, and (2) of 
his anemia. We have no X-ray, I take it, in this 
ease. He was too sick for it. I am sorry for 
that, because it deprives us of the only method 
by which we can make a diagnosis of emphysema. 
I have seen the X-ray people go right several 
times lately when we could not make a diagnosis 
on physical signs. The history, so far as we have 
had it, is one that often ends in emphysema, a his- 
tory, that is, of a very longstanding cough with 
asthma. The history, then, favors emphysema, 
the physical signs are neutral, and we have not 
got the X-ray. 

When he came in he probably had a bronchi- 
tis which with the ascent of the leukocytes was 
at the end pneumonia. 

We have no evidence of disease of the heart. 
If he had an emphysema for many years it is 
quite likely that his heart at the end would be 
hypertrophied. But physical signs give no evi- 
dence of that. 

Aside from those signs in the lungs and heart 
we are concerned with the cause of his anemia. 
Anemia is what he died of, I think, aside from 
the terminal infection that he may have had. 
What was the cause of his anemia? We do not 
know as much as we should like about his kid- 
neys. Could this be an anemia secondary to 
chronic nephritis? I think it could be. But it 
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is much more extreme than is present is 
majority of cases of chronic nephritis wp; 
show a distinct but only moderate degree 
3,000,000 ordinarily. But cases are on. 
with as bad a record as this from chronie 
ritis. The urine is consistent with chronie nen, 
ritis, but not conclusive. That is, we do not 
know whether the gravity is fixed, we do not 
know about the phthalein output, we have but 
one measurement of non-protein nitrogen, which 
is high but not distinctively high. So I am jy 
doubt about the kidney. Almost anybody at his 
age would have arteriosclerosis in the kidn 
but whether it is enough to call nephritis I can. 
not say. 

Then they were wondering about cancer of 
the stomach. In any obscure anemia we ough; 
to say to ourselves ‘‘This may be caneer of the 
stomach’’ whether he has any stomach gym 
toms or not, They followed that up as well as 
they could. They demonstrated the presenee of 
achylia, but they did not have an X-ray, which 
at the present time I think is essential for any 
reliable diagnosis of cancer of the stomach, | 
should say that since he has had so little in the 
way of stomach symptoms and since he has ap 
anemia which in itself would be enough to abol. 
ish hydrochloric acid, we had better not suppose 
cancer. 

I do not see that we have anything else ip 
particular to guide us as to the cause of his 
anemia. We have speculated about the only two 
things—his kidney and his stomach—which we 
have any evidence about. It might of course be 
some type of bone marrow neoplasm. We have 
no evidence about that and could not have except 
through metastases or through certain character. 
istics of the blood which were not present here. 

Intestinal parasites one generally mentions for 
completeness. We have no evidence about his 
feces, but if he lived here it is almost impossible 
that he should have died of anemia caused by 
intestinal parasites. 


Poisons like benzol may give an anemia, but 
at his age and in the absence of known exposure 
I do not see any reason to consider that. 

Can this be pernicious anemia? Yes, so far as 
I see it ean. I cannot rule it out. I have men- 
tioned the things chiefly against it,—the absence 
of an effort at regeneration, as shown by the 
presence of various kinds of young cells such a 
stippled and polychromatophilic, nucleated red, 
and these cells with a reticulum. We have no 
evidence of those. We have no evidence, in 
other words, that his marrow was making at 
effort to regenerate. On the other hand, we have 
conclusive evidence of enlargement of the red 
cells, which is rare in any form of anemia except 
pernicious anemia. He is rather old for per 
nicious anemia. The majority of cases occur i 
somewhat younger persons. He shows no e¥- 
dence of having had a previous wave of anemia 
with recovery from it, which if we had had 4 
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history might have come out. We almost 
never in this hospital see cases in their first 
‘‘down-wave’’ of anemia. Here, with no his- 
tory, we cannot so far as I see say anything 
about it. ‘ 3 : 

Can anything above the diaphragm, in his 
heart or lungs, account for this anemia? No, I 
do not see how it ean. Of course sepsis is a 
cause of anemia. One asks whether there might 
be sepsis in the lung: bronchiectasis or abscess. 
But it would be strange if we did not get more 
signs, by sputum or by history, of any such thing. 
I do not believe, then, that the cause of his 
anemia is above the diaphragm. 

I feel uncertain as to the cause. But I think 
more points favor pernicious anemia than any- 
thing else. It is rather more like that, and rath- 
er less like anything else that I can name. It 
might perfectly well be secondary to chfonic 
nephritis, as I have said, if there is chronic 
nephritis. I have to end with three uncertain- 
ties: (1) Possible emphysema with terminal 
pneumonia. (2) Possible chronic nephritis in 
addition to that, with a secondary anemia. (3) 
Possibly pernicious anemia. 

A PuysiciAN: Wasn’t the white count rather 
high? 

Dr. Carnot: Yes, it was. 
have put more stress on it. That is another 
point against pernicious anemia. Pernicious 
anemia has a normal or diminished—usually 
diminished—white count, and a diminished poly- 
nuclear count. 

A Puysictan: Is it possible that in a man 
of seventy-seven his bone-marrow would be in 
such a state that it could not throw out young 
cells ? 

Dr. CaBor: You mean that he had pernicious 
anemia and his marrow could not act as most 
people’s does? I do not know enough of the 
bone marrow of old age to answer that. So far 
as I know there is nothing known of the atrophy 
of bone marrow in old age. 

Dr. Mauuory: I don’t think there is any defi- 
nite process. 

A Puysictan: He has had two positive 
guaiacs from the stomach contents. 

Dr. Casot: I do not think that is of much 
importance. We cannot avoid traumatism in the 
stomach in the way we abstract the contents. In 
relation to the only thing we have to think of, 
cancer, it seems to me it is very feeble support. 
We get here a great many positive guaiacs in 
the stomach and in the stools that we never 
account for. 

Miss Painter: That leukocyte count was not 
taken until just before he died. 

Dr. Cazor: Yes, the 34,000 came just before 
he died, but the six to nine thousand is high for 
pernicious anemia. 

Dr. MALLory : 
-Miss Parner: 


I think I should 


Wasn’t he put on liver diet? 
Yes, on December 17. 





Dr. Casot: He died on the 20th, so he ‘had 
three days of liver diet. 

Dr. Mauuory: I think the reticulated count 
was subsequent to the liver. 

Dr. Casot: But they also transfused him,.so 
we cannot say whether the liver or the trans- 
fusion did it. 

A PHYSICIAN: 
the icteric index? 

Dr. Casot: That is not at all queer for per- 
nicious anemia. It is a great deal queerer for 
secondary anemia. I should think that would 
pretty well balance the other point against per- 
nicious. 

A Puysician: Would it be increased in 
metastatic cancer of the liver? 

Dr. Casot: Yes. That, of course, could per- 
fectly well have increased the icterie index, but 
we ought to have got some evidence of that be- 
fore death. 

It is borne in upon me more and more in these 
exercises that one ought always to think of can- 
cer of the prostate on general principles in cases 
in which we have not had an X-ray of the bones 
and in which there is nothing else to go upon. 
Prostatic cancer in many cases—not:all—gives 
some palpable evidence. He did not have pal- 
pable evidence. If that is not present we ean 
recognize cancer of the prostate only by X-ray 
of the bones, the characteristic metastases. 

Another lesion that is always a good thing to 
think of is hypernephroma, which also can. be 
entirely silent. But, as I said about cancer of 
the prostate, we have neither local: nor metas- 
tatic symptoms of that, and if we do not have 
local or metastatic symptoms, then the thing may 
still exist, but we cannot diagnose it. 


What would you say about 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Pulmonary edema. 
Bronchopneumonia. 
Pernicious anemia. 
Arteriosclerosis. 
Chronic nephritis? 


DR. RICHARD C. CABOT’S DIAGNOSIS 


Possible emphysema with terminal pneumonia, 
or 

Possible chronic nephritis in addition to that, 
with a secondary anemia, or 

Possibly pernicious anemia. 


ANATOMIC: DIAGNOSES 

1. Primary fatal lesion. 
Pernicious anemia. 

2. Secondary or terminal lesions. 


sronchopneumonia. 
Arteriosclerosis. 


3. Historical landmarks. 


Benign. hypertrophy of the prostate. 
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Dr. Tracy B. Matuory: I do not think it is 
often possible to make an absolutely positive 
diagnosis of pernicious anemia at the post-mor- 
tem table. But certainly the findings in this 
case are very characteristic and I do not think 
there is much doubt that this is the disease from 
which he died. 

Post-mortem examination ruled out most of 
the other things under discussion. No malig- 
nancy was found. It is interesting that the pros- 
tate was extremely big. He had a very much 
hypertrophied bladder with coarse muscular 
trabeculation and a few small diverticula, yet 
had never complained of urinary symptoms. It 
is rather striking how often that is the case. I 
remember one man whose necropsy I saw who 
died from a perforation of the bladder as a re- 
sult of prostatic obstruction, but walked around 
for six hours after his bladder had perforated 
and never complained of any symptoms up to the 
moment of perforation. 

The lungs did not show any marked degree of 
emphysema, and the right heart was not hyper- 
trophied. There was, however, a diffuse terminal 
bronchopneumonia. There was quite marked 
arteriosclerosis, chiefly in the aorta and the 
larger cranial vessels. 

The kidneys were of normal size and showed a 
very slight degree of arteriosclerosis. The bone 
marrow of the femur was bright red in color. 
There was hyperplasia of the marrow in the ribs, 
sternum, and vertebrae. Microscopic examina- 
tion showed an extreme degree of hyperplasia. 
A considerable portion of the cells present were 
fairly mature blood cells, well developed normo- 
blasts, for instance. The only bone marrow that 
I ean feel certain is always due to pernicious 
anemia is the type found in the extreme relapses 
of the disease, which is composed almost exclu- 
sively of very early cells of the megaloblast type. 
Many of these were present here, but also many of 
the relatively mature cells. I think that the favor- 
able reaction from his transfusion and the liver 
diet would perhaps account for the more mature 
eells in this case. The sections from the liver 
and spleen show very large amounts of hemo- 
siderin, which is very characteristic of pernicious 
anemia though by no means pathognomonic. 

Dr. Casor: I think it is worth while sum- 
ming up some of the lessons we can learn from 
this case. 

(1) That we can have a pernicious anemia 
with as high a white count as this in as old a 
man and with as little history so far as obtained. 

(2) That we can get as much non-protein 
nitrogen with kidneys not importantly diseased. 

(3) That we can get all the physical signs 
here described as to the chest without emphy- 
sema. 

One of the points Dr. Mallory doubtless had 
in mind in settling on the diagnosis of pernic- 








other cause for anemia in the body. One 
not have any other kind of anemia and die of it 
without a cause. He had a good chance to led 
for a cause and there was not any, Wh 

person dies of anemia with no cause in. 
pretty much bound to call it pernicious event 
we do not find the marrow quite right, 





CASE 14122 
HEMORRHOIDS AS A SYMPTOM 
SurRGICAL DEPARTMENT 


A married Scotchwoman forty-nine ye : 
entered November 28 complaining of bles - 
from hemorrhoids on movement of the bowels 

A year before admission her bowels, which had 
previously moved every other day without ea. 
tharties, became still more constipated. For two 
months they had required almost daily use of 
cathartics. Two months before admission ghe 
noticed protruding hemorrhoids after defecg. 
tion. There was some bleeding and pain on sit. 
ting. The constipation was becoming steadily 
worse, and the hemorrhoids more troublesome. 
At admission they protruded constantly. She 
had lost five pounds during the year. _ 

Her family history is negative. She had one 
miscarriage fourteen years before admission. She 
had dyspnea and palpitation on exertion, and 
edema of the ankles at night. 

Clinical examination showed a poorly nour. 
ished woman with loose skin, moist about the an- 
kles. Heart measurements not recorded. Sounds 
of fair quality. A systolic murmur at the apex. 
Lungs essentially negative. Pea-sized masses 
felt superficially in the abdomen, especially on 
the left side, perhaps fecal. Pelvic examination 
showed a sense of firmness on the posterior ya- 
ginal wall for about two and a half inches, evi- 
dently the rectal mass. Rectal examination 
showed external hemorrhoids. One inch inside 
the rectum on the anterior wall the finger met a 
hard mass extending about as far as the finger 
could reach, apparently an ulcerated area sur- 
rounded by papillomatous growths, the whole 
infiltrating the wall. Varicose veins of the lower 
legs. Pupils and knee-jerks normal. 

Before operation urine normal, hemoglobin 80 
per cent., reds 3,500,000, leukocytes 7,600. 

November 30 operation was done. The patient 
did very well after it. December 12 she was up 
for twenty minutes for the first time. Immedi- 
ately after going back to bed she had a very large 
movement of feces and gas, then suddenly eol- 
lapsed, became cyanotic, breathed stertorously, 
and in twenty minutes died. 


DISCUSSION 
BY EDWARD L. YOUNG, JR., M.D. 


There is not much to say in the line of diag- 


ious anemia was not only that the bone mar-| nosis in this case. It almost seems at times as if 


row was fairly typical, but that there was no it were a voice crying in the wilderness to sug- 
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that when we examine a patient it is worth 
while to make a rectal examination. — The other 
thing that is said sO often, which this only em- 
phasizes the more, is that any change in the nor. 
mal bowel movements of any person, particular- 
ly in the cancer age, should result in a very care- 
ful investigation. The third thing is that hem- 
orrhoids may be present and be due to a vascu- 
lar change from a low carcinoma, and that the 
mere presence of hemorrhoids does not forbid the 
more serious lesion ; that blood from the rectum, 
even though there are hemorrhoids present, 
should demand an investigation, because the 
bleeding may be due to hemorrhoids or may be 
due to a lesion higher up. 

It does not seem to me that on that story and 
investigation we can possibly make any diag- 
nosis other than carcinoma of the rectum. With 
that story and with that length of time the only 
thing to do is to find out on abdominal explora- 
tion whether or not anything can be done. It is 
surprising the number of cases that we see here 
in which after a long period of time and a long 
period of neglect an operation which because of 
the weakened. condition of the patient results 
fatally is shown to have been complete so far as 
any necropsy findings go; they reveal no carci- 
noma left behind. So that it is impossible to tell 
whether or not a given tumor is operable, that 
js, free from metastasis and free from extension 
through the wall of the bowel, without explora- 
tion. So that here the operation I assume is an 
abdominal exploration to see whether a colos- 
tomy is all that can be offered this patient as a 
palliation because of the presence of enlarged 
glands beyond the reach of surgery, or of en- 
largement of the liver, or a colostomy and a first- 
stage dissection. The only other thing to do is 
entirely to disregard the question of metastasis 
and to do a perineal excision, which would seem 
to me to be hardly justifiable. 


DR. YOUNG’S PRE-OPERATIVE DIAGNOSIS 
Carcinoma of the rectum. 
PRE-OPERATIVE DIAGNOSIS 
Carcinoma of the rectum. 
OPERATION 


Under ether anesthesia a left paramedian ree- 
tus splitting incision was made. The perito- 
neum was opened in the routine manner. On 
examination of the abdominal contents there was 
found a carcinomatous mass in the rectum spread 
out over the pelvic floor. Although slightly mov- 


able it seemed unlikely that it could be removed 
by operation. It was not adherent anteriorly to 
the pelvic organs, which were normal. There 
were no metastases in the liver. There were a 
few regional lymph nodes about the size of peas, 
but they did not seem definitely pathological. 
The growth was thought to be inoperable. A loop 
of the sigmoid was brought up into the wound, 
the peritoneum and rectus fascia were sutured 
through the mesentery and a glass rod was also 
inserted. The peritoneum was sutured to the 
ends of the gut and the layers closed with inter- 
rupted catgut. 


FurTHER Discussion 


In other words a palliative colostomy was 
done. From this description I assume Dr. Mal- 
lory will tell us there was a massive pulmonary 
embolus. I do not think there is anything to add 
to this case. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Carcinoma of rectum. 
Pulmonary embolism. 


DR. EDWARD L. YOUNG’S DIAGNOSIS 


Carcinoma of the rectum. 
Pulmonary embolism. 


ANATOMIC DIAGNOSES 
1. Primary fatal lesion. 
Carcinoma of the rectum with metastases. 
2. Secondary or terminal lesion. 
Pulmonary embolism. 
3. Historical landmarks. 


Emphysema. 
Focal atelectasis of the lungs. 


Dr. Tracy B. Mautuory: The immediate cause 
of death was embolism. A long, rather slender 
friable embolus seven centimeters in length and 
about half a centimeter in diameter was found 
in the right heart. The right auricle, the right 
ventricle, and all the larger branches of the pul- 
monary artery contained other similar emboli. A 
carcinoma was found in the rectum, as described 
in the operative note. Two fairly large lymph 
nodes were also found quite close to the growth, 
and in the liver, on the superior surface well up 
under the diaphragm where it would have been 
almost impossible to palpate it, was a metastasis 








nearly five centimeters in diameter. 
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CANCER WEEK IN RETROSPECT 


CaNcER week has come and gone, and once 
more we can turn our minds to the multi- 
plicity of medical affairs. The State can- 
eer campaign was well organized and it must 
have served a useful purpose by instilling into 
the public mind the grave necessity of early 
diagnosis and early treatment, although the net 
results will not yet be seen. Such a campaign 
will, of course, be followed immediately by the 
appearance in the clinics and in private offices 
of numerous individuals whose minds will need 
to be set at rest on the subject of cancer. A few 
of those will have cancer; the majority will not. 

Many more, however, will have received a 
useful bit of education in this type of pathology 
which may stand them in good stead at a later 
date and may even be the means of saving many 
lives. The campaign will have to be followed by 
constant, if not spectacular propaganda, for our 
capacity to forget is greater than our capacity 
to remember. We must not forget Billy Sun- 





day’s retort when the criticism was made that 
‘‘vetting religion’’ was not permanent ; it n | 
to be repeated occasionally. ‘‘So,’? h : 

‘*does a bath.”’ — 

On Monday, April 23rd, following a luncheon 
meeting for the professional groups, q public 
evening meeting took place in Symphony Hall, 
and was gratifyingly well attended. The Speak. 
ers were Dr. Richard Cabot, Dr. W. A. By 
Governor Fuller, Mayor Nichols and’ Pathe 
O’Conor, who represented Cardinal 0’Cop. 
nell. On Tuesday evening a public meg. 
ing was held in Huntington Hall; on Wedneg. 
day evening a meeting for nurses at the State 
House; on Thursday evening a meeting under 
the direction of the Boston Council of Social 
Agencies, and on Friday evening a meeting jp 
Ford Hall. In addition radio talks were giyep 
on Monday, Tuesday, Wednesday and Thurs. 
day. 

The shouting and the turmult dies; the cap- 
tains and the kings depart. We are left with 
our cancer problem; it is still a problem, but a 
larger opening wedge has been driven into the 
wall of public ignorance. 





Headquarters for 
Che Massachusetts Mediral Society 


— 


A STATEMENT BY THE PRESIDENT 


QuESTIONS have arisen in the minds of some 
Fellows of the Massachusetts Medical Society 
as to any possible conflict between the Society 
in proposing to secure adequate headquarters 
and the Boston Medical Library. 

Nobody questions that the ideal plan would 
be a medical centre which would house the offices 
of the Society and the JourNaL, the Boston 
Medical Library, and all the other allied organ- 
izations and interests which cared to join in such 
a movement. 

The Massachusetts Medical Society must deal 
today with conerete facts. The present offices 
of the JouRNAL are inadequate and under fre- 
quent conditions almost intolerable. The So- 
ciety needs adequate headquarters if it is to 
carry on properly and is to fulfill its obliga 
tions to the Fellows and to the public. 

The Boston Medical Library needs and for 
years has needed better and larger quarters. 
There is no possible chance of these being oceu- 
pied for several years. 

Therefore after conference with representa- 
tives of the Library and without objection on 
their part, the Massachusetts Medical Society 
undertook to secure funds for adequate head- 
quarters. This action was authorized by the 
Council on February first and has been fully 
reported and commented upon in the JOURNAL 
The Society does not intend to abandon this u- 
dertaking. Neither does it plan to antagomiz 
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—————— K ; 
or hamper or conflict in any way with the Medi- 


Meas Bosicty looks forward to the day and 
hopes it may not be far distant when the Medi- 
eal Library will be able to have the quarters to 
which it is entitled. When that day comes the 
Society hopes that the headquarters of the 
Massachusetts Medical Society may be under the 
f. 

The Fellows of the Society who are now asked 
to raise the sum of $125,000 to secure and main- 
tain adequate headquarters may be assured that 
the Committee on Headquarters of the Massa- 
chusetts Medical Society will keep this ideal 
eonstantly in mind and will never advocate any 
move which will conflict with it. 

The need today is to raise this sum of money 
to meet our pressing needs. . When the Library 
is ready to enter upon any plan which may 
enable it to extend its benefits more widely 
through the State and to live under the same 
roof as does the Society, that day will be wel- 
comed with rejoicing by every Fellow of the 
Massachusetts Medical Society. 

JOHN M. Birnie. 





HOPE DAWNS FOR THE LEPER 


Our attitude towards the leper has changed 
much since, shunned and outcast, he was ban- 
ished to a living death amongst the tombs of 
Hinnon, or, roped and belled, was sentenced to a 
life of wandering among the byways of a mediae- 
val civilization; it has changed radically since 
the days of Father Damien, the martyr of 
Hawaii, in whose defense Robert Louis Steven- 
son’s stirring letter was written. Our fear and 
horror of the disease changed somewhat to pity 
when its low incidence of communicability was 
appreciated; a knowledge gained largely 
through statistics, for in Hawaii, where the 
healthy sponsors of lepers were allowed to ac- 
company them to Malokai the incidence of con- 
jugal infection was only two per cent. 

The possibility of cures, or at least arrests in 
the progress of the disease through the later day 
use of chaulmoogra oil has furthermore al- 
lowed a considerable ray of hope to enter into 
the situation, so that now our attitude towards 
the disease is one of caring for and treating a 
curable malady, rather than of banishing for life 
the victim of a loathsome and incurable afflic- 
tion. 

As a result of this enlightened viewpoint the 
Leonard Wood Memorial for the Eradication of 
Leprosy has been formed, and under the national 
chairmanship of General James G. Harbord is 
working along definitely progressive lines. Re- 
cently General Harbord announced a gift of 
$180,000 by Eversley Childs, of New York, to 
establish a treatment station for the milder cases 
of leprosy at Cebu, in the Philippine Islands, the 
new station to consist of laboratories, a medical 








center, clinics, wards, a pharmacy, a dispensary 
for out-patients, cottages for the staff and all 
other necessary equipment. 

The Memorial is moreover pushing a $2,000,- 
000 campaign in America to promote the cure 
and eradication of leprosy in the Philippines, 
and at a luncheon given recently in New York 
General Harbord announced the receipt of a gift 
of $50,000 from the Kane estate, announcing also 
that $250,000 of New York’s quota of $500,000 
had already been obtained. 

The principal speaker at this luncheon was 
Mrs. Dorothy Paul Wade, wife of an American 
physician who has spent twelve years treating 
leprosy in the Philippine Islands. Mrs. Wade 
told of the Philippine Government’s effort to 
care for its nearly 3,000,000 lepers by spending 
two per cent. of its total income and more than 
33 per cent. of its entire health appropriation 
on their care. , She told also of General Wood’s 
early years in charge of the Islands, beginning 
in 1922, when after obtaining an additional ap- 
propriation from the legislature he started inten- 
sive treatment at Culion, and in three years dis- 
charged as cured 449 lepers. 

In this country, according to a recent report 
of Surgeon. General Cumming, the National 
Home for Lepers in Carville, Louisiana, is now 
caring for 278 patients representing 25 coun- 
tries. Practically all the inmates are being treat- 
ed with chaulmoogra oil, and during the past 
year two were released as arrested cases. 

Fifty-six cases were admitted during the year, 
twelve were re-admitted and seventeen deaths 
occurred. An average of eighty-one lepers have 
been engaged in paying occupations at the hos- 
pital, ranging from simple housekeeping to work 
as assistants in the laboratories and operating 
rooms. A dairy farm with seventy-four milk 
cows is maintained, a golf course planned, and a 
concrete tennis court constructed. 

The southern states, particularly Louisiana, 
Florida and Texas, lead in furnishing patients, 
although in all twenty states, three insular pos- 
sessions and twenty-four foreign countries are 
represented. 

The leprosarium is frequently visited by phy- 
sicians and students for the purpose of studying 
methods employed in the care and treatment of 
the disease. 





HEALTH HAZARD FROM AUTOMOBILE 
GAS 


THe United States Public Health Service, 
Surgeon General Cumming announced on April 
6, has recently studied air conditions in 14 of 
the largest cities of the country, having a com- 
bined population of over 19,000,000. Over 250 
streets, samples of air were obtained, under the 
most congested traffic conditions, for carbon 
monoxide analysis. These samples were an- 
alysed by the iodine pentoxide method, using a 
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liquid air cooling tube in order to eliminate gaso- 
line vapor, which tends to nitrate the results 
of the analysis. 

The average of 141 tests made in city streets 
during traffic hours showed a contamination of 
only 0.8 part of carbon monoxide in 10,000 parts 
of air, only 24 per cent. of the samples showing 
more than one part of carbon monoxide to 10,000 
of air. In only one location, a covered passage- 
way, were there as much as two parts per 10,- 
000. Samples taken inside of auto busses showed 
a still lower concentration. 

The report concludes that automobile exhausts 
do not constitute a health hazard at the present 
day in city streets, except possibly to traffic 
officers during very heavy traffic periods, and 
this possible hazard may be minimized by short- 
ening the duration of exposure at congested 
traffic stations. 

In 27 garages visited, on the other hand, the 
average carbon monoxide content of the air was 
found to be 2.1 parts per 10,000 parts of air, 18 
per cent. of the samples showing over 4 parts per 
10,000. This reveals a dangerous condition, and 
one which should be taken care of by stringent 
regulation regarding the time motors may be al- 
lowed to run without attaching their exhausts to 
outlets connected with the outside air. The great 
danger to life lies in the small private garage, 
and under any circumstances the discharge of 
an automobile exhaust into a roofed enclosure 
should be regarded as a hazardous act. 
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School, 1902. F.A.C.S. Associate Medical Ex- 
aminer, 11th District Worcester County; Presi- 
dent Massachusetts Medico-Legal Society; Sur- 
geon and Director Surgical Division, Worcester 
City Hospital; Consulting Surgeon, Holden Dis- 
trict Hospital, Worcester State Hospital ; Urolo- 
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Pawtucket, R. I. His subject is: ‘‘ Radical Pel- 
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TRANSPORTATION TO THE MEETING OF 
THE A. M. A. 


Tue Annual Meeting of the American Medi 
eal Association is to be held in Minneapolis on 
June 11-15, the week after the meeting of the 
Massachusetts Medical Society in Worcester. 

The delegates and others who wish to be it 
Minneapolis early on Monday, June 11, are leay- 
ing in a special car early Saturday morning. 
They will reach Minneapolis in time for the Mon 
day session of the House of Delegates. 

In order to simplify the trip and enable the 
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members of the Societies of the New England 
States to travel together the Executive Secre- 
tary of the Massachusetts Medical Society will 
undertake to secure other special cars provided 
enough reservations are made promptly. 
Probably most members would prefer to leave 
Boston Sunday afternoon at 3.15 Standard time 
(4.15 p. m. Massachusetts time), arrive in Chi- 
eago at 2.15 p. m. Monday and leaving Chicago 
at about 6.30 p. m. to arrive in Minneapolis at 
about 8 a. m. Tuesday. a 
If the members of any State Medical Societies 
of New England wish to make reservations for 
accommodations in special cars it 1s requested 
that they fill in the blank below and mail it at 
once to the Executive Secretary of the Massa- 


chusetts Medical Society. 


Fill, tear out and mail at once* 
To the Executive Secretary 
Massachusetts Medical Society 
126 Massachusetts Avenue 
Boston 





street town 


oe Ne, a ae | oD CIE State 


"State 
upper berth 


Medical Society wishes { lower berth 

Y compartment 
in a special car leaving Boston Sunday after- 
noon, June 10, for Minneapolis. It is under- 
stood that this is subject to securing a sufficient 
number of applications by May 16th. 


*If mutilation of the JouRNAL is objectionable, make copy 
and forward. 





Che Massachusetts Medical Society 





SECTION OF OBSTETRICS AND GYNECOLOGY 


Foster S. Kellogg, M.D, Frederick L. Good, M.D. 
Chairman Secretary 
Frederick J. Lynch, M.D., Clerk 





The Use of Magnesium Sulphate in the Toze- 
mias of Pregnancy. 


The use of magnesium sulphate solution, both 
intra-venously and intra-muscularly, has in- 
creased markedly in the treatment of toxemias 
in recent times. It is now used extensively, both 
in preventing true toxemia or eclampsia, and 
also in true eclampsia or when the convulsions 
have started. The results obtained have estab- 
lished this drug as being important in the mod- 
ern treatment of this most distressing complica- 
tion of pregnancy. 

All the statistics available are not uniform in 
their conclusions, but they do show that there 
is merit in the use of this drug, that it is safe, 
and that even in cases which do not respond in 
all respects, to the good results expected, no un- 
favorable complications arise. 





It has been proved, both experimentally and 
practically, that a solution of magnesium sul- 
phate will reduce visible edema, and probably 
cerebral edema, will reduce the blood pressure, 
will inerease the output of urine, and in the con- 
vulsive stage will usually stop the fits or at 
least limit them, both as to number and severity. 
Magnesium sulphate also causes a relaxation of 
voluntary muscles, but apparently has little or 
no effect on involuntary muscles, particularly of 
the uterus. 

In the preventive treatment of toxemia of 
pregnancy, or in the pre-eclamptic stage, the 
intra-venous use of the 10% solution of mag- 
nesium sulphate has given the best results. This 
is used in addition to the usual pre-eclamptie 
treatment, in an attempt to prevent the occur- 
rence of convulsions and coma. The amount 
given may vary from 10 ¢.c. to 25 ¢.e. at a given 
dose. The usual dose is 20 ¢.c. of a 10% solu- 
tion, which nearly always gives immediate relief 
from subjective symptoms. These injections 
may be repeated daily if necessary, and in one 
series of cases, reported, a patient received twen- 
ty-four injections of 20 ¢.c. over a period of 
twenty-three days. 

In the true eclamptie stage, or when con- 
vulsions have started, one injection of 20 ee. 
of a 10% solution will generally stop the at- 
tacks. It maybe, and usually is necessary, espe- 
cially in severe cases, to repeat the injection, 
both for the control of the convulsions and for 
the relief of other toxic symptoms. Generally 
one or two injections are sufficient, but as many 
as eight in twenty-four hours have been given. 
In this type of case the use of morphine, chloral, 
paraldehyde or luminol is advised in addition 
to the magnesium sulphate. Also it is eustom- 
ary that the common methods of treatment be 
instituted such as hospitalization if possible, com- 
plete rest, additional stimulation of the ex- 
eretory organs, and in a few cases venesection. 


The intra-muscular use of magnesium sul- 
phate is not as common as is the intra-venous. 
The strength of the solution is generally 25% 
and the amount injected may be as high as 
100 ¢.c. in twenty-four hours. The average 
dose is 15 e.c. of a 25% solution which is in- 
jected deep in the gluteal muscle. This may be 
repeated as often as every hour, but it is seldom 
necessary to give it at such short intervals. 
This method of using the magnesium sulphate 
solution practically excludes the use of the other 
sedatives commonly used, namely, morphine, 
chloral, luminol, ete. If it is anticipated that 
large doses of magnesium sulphate intra-mus- 
cularly are to be used it is well to be prepared 
to give 1 ¢.e. of caleium chloride intra-venously, 
because of the possibility of respiratory dis- 
turbance. 

There is still another method of administer- 
ing this drug in eclampsia, which is almost uni- 
versally used in true eclampsia. In this 
method, after a gastric lavage, two ounces of a 




















650 


EDITORIAL DEPARTMENT 








50% solution is introduced into the stomach 
through the stomach tube and allowed to re- 
main. 





Questions of a similar nature to the foregoing 
will be discussed in the JourNAL each week. 
They may be addressed to the Clerk of the Com- 
mittee, in care of the JourNaL and will be 
answered by members of the Committee of the 
Section of Obstetrics and Gynecology. 


<i 
——— 


BOSTON MEDICAL LIBRARY 


Tue part played by the early publishers of 
books in advancing medical practice is but lit- 
tle appreciated, largely because we of this gen- 
eration, have so little knowledge of the difficul- 
ties under which they labored. Great as was 
the invention of the printing press, of almost 
equal importance was it that those who took ad- 
vantage of this means of disseminating knowl- 
edge should have been men who were of suffi- 
cient discrimination and scholarship to select the 
most significant manuscripts for reproduction 
and distribution. At the same time they must 
needs have been men of strong character as 
shown by their willingness to risk censure from 
those who saw in the diffusion of knowledge a 
threat to a class who had acquired prestige 
through the possession of information not gener- 
ally held. Even more serious was the hostility 
of the Church, whether Roman or Protestant, for 
life itself was jeopardized and very many paid 
this penalty. 

Servetus was brought to the stake by John 
Calvin because he ventured to introduce his 
observations upon the pulmonary circulation 
into a book on religion and philosophy. He, to 
be sure, was not a publisher but the ban of the 
Chureh was directed no less rigorously against 
printers and publishers than it was against au- 
thors and those in whose possession heretical 
books were found. It was far from an attrac- 
tive business adventure in the early days and 
those who embarked upon such projects were 
actuated more by a desire to spread the knowl- 
edge stored up in the manuscript literature of 
the world than by the prospect of financial gain 
accruing to themselves. There were few ways 
of communication from one country to another 
and such as there were, were irregular and 
hazardous. One often was obliged to wait for 
long periods before opportunity would offer for 
the sending of books or the manuscripts wanted 
for publication. Though the thirst for knowl- 
edge rapidly developed, at first in any one com- 
munity there were comparatively few who could 
be counted upon as prospective book buyers. 

The University towns where a publisher might 
reasonably expect to create the greatest demand 
for his wares were the very places where cen- 
sorship would be most stringently exercised not 
only upon the books issuing from the press but 















upon the manuscripts which they were 
to set in type. The history of the conduet 
the business of the early publishers is one of A 
quent removal from place to place with a 
financial loss and though, in respect to 

of them, there are few records extant of 
profits of such business, still it is probable 
they were obliged to take a good deal of the 
reward for their effort in the satisfaction 
must have come from seeing the world 
apace. Inasmuch as a major part of the manu 
scripts used by these early printers are in [ati 
Greek or Arabic the expense of making the fonts 
of type for such work was considerable. When 
it became the fashion to print small, handy ej. 
tions rather than the tall folios many publishers 
issued books from their presses at what would 
be called in these days ‘‘popular prices” ie 
as low as forty cents of our money. . 


Another item of expense was connected with 
the necessity for paying scholars to edit the 
manuscripts that were to be used. In certain 
houses this item was largely eliminated by the 
fact that the publishers themselves were often 
scholarly. This was notably true of Aldus, 
some of the Estiennes and the earlier Elzevirs 
The, in the main, high character of the material 
published as indicated in the catalogues pre. 
pared for the Frankfort Fair, where all the 
early printing houses sent representatives an. 
nually, emphasizes the importance of giving 
any new movement the right start. 


Some of the significant recent literature on 
Epidemiology (particularly of infantile paraly. 
sis) is added and a few books bearing the im- 
print of the earlier publishers of medical works 
above referred to will be on exhibition in Holme 
Hall during the week of May 14th. 





EPIDEMIOLOGY—-INFANTILE PARALYsIS EPpEMIcs 


1 Brooks R. (1722)—History of Pestilential 
Distempers ete. 1 M. K. 257-No. 6. 
Brown E. (1844)—lInfluence of Commercial 

Prosperity on Epidem. 11 A. 

3 Burdoch C. F. (1798)—Commentarii in Hip- 
poerates librorum primum de morbis 
epidemicis specimen. 40 P. V. 71-No. 8 

Caldwell C. (1801)—Medical memoirs & it- 
quiry into origin of pestilential epi- 
demies of the U. S. Pp. 6 V121-No.61 
HA20. 

Colin L. (1879)—Traite dis Maladies Epi- 
demiques ete. 11 A 103. 

Dujardin Baumetz (1887)—Roffart sur le 
epidemics pendant l’armes 1885, 114 
H 6 No. 2. 

Free Thinker (the) (1721)—Considerations 
on the nature, causes etc. of pestilences 
—a collection of published papers. Il 
A 95. 

Grove J. (1850)—Epidemics examined and 

explained. 11 A 298. 
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9 Howes W. H. (1906)—Milroy lectures on 

epidemic disease—evidence of variabil- 
ity and persistency of type. 11 A 250. 

10 Hippocrates—Epidemical Disease ete. 11 A 
111. 

11 Hough L. S. (1849)—The Science of man ap- 
plied to epidemics. 11 A 232. 

12 Lerset B. M. (1896)—Geschichte der Volk- 
ssenchen ete. 1 A H 18. 

13 Lawson R. (1888)—Milroy Lectures Epi- 
demic Influences. 11 A 76. 

14 Parkin J. (1887)—Voleanic origin of epi- 
demics. 11 A 127. 

15 Prinzing F. (1916)—Epidemics resulting 
from wars. 11 A 260. 

16 Adams J. (1809)—Epidemies Causes and 
prevention. 11 A 53. 

17 Parkin J. (1880)—Epidemiology, w 2nd ed. 
(1873). 11 AH 6. 

18 Haeser A. (1839-41)—Historische patho- 
logische unter suchanger. 

19 Haeser A. (1911)—History of Epidemies— 
Epidemische Krontkeiten. 11 A L. 

20 Creighton C.—A history of epidemics in 
Britain. 11 A 209 2nd. 

21 Dods A.—A historical dissertation. 11 A H 


10. 
22 Rees W. (1920)—The Black Death of Wars. 
11 A H 12. 


23 Simonini R.—History and statistics of epi- 
demies. 11 A H 1. 

24 Weichselbaum A.—Epidemiology. 
173. 

25 Walsh F. M. R.—Epidemiology, British 
Medical Journal 2: 347-349. Aug. 27. 

26 Lennon G. T.—Epidemic, Haverhill, Mass., 
Boston Medical and Surgical Journal 
197: 916-920. Nov. 27. 

27 Ichon G.—Review d’ Hygiene, General Re- 
view with Statistics 49: 121-129. Feb. 
27. 

28 Wernsted W.—Epidemics in Sweden, Inter- 
national Clinies 4: 75-86. Dee. 27. 

29 Aycock W. L.—Milk-borne Epidemics, Amer- 
ican Journal of Hygiene 7: 791-898. 
Nov. 27. 

30 Russum & Houlton—Epidemic of Omaha 
1925, Medical Herald 46 : 245-249. Sept. 
27. 

31 Bartlett—Recent Outbreak, Nebraska Medi- 
cal Journal 12: 457-458 Dee. 27. 

32 Chasanoff M.—Epidemie in White Russia, 
Zeitschrift for des Gesamte Neurologie 
and Pychiatrie 104: 653-666. 1926. 

33 Collier J.—Epidemiology and Pathology, 
British Medical Journal 1: 751-753 4 
‘23’ 27. 

34 Aycock W. 


11 AH 





L.—Epidemiology, American 


Medical Assoc. Journal 87: 75-79 July 
10 ’26. 

35 Knapp-Godfrey & Aycock—Milk-borne Epi- 
demic, Journal American Med. Assoc. 
87 : 635-639. 


Aug. 28 ’26. 





MISCELLANY 





THE NEW METROPOLITAN HOSPITAL 


Dr. George M. Kline, Commissioner of the Massa- 
chusetts Department of Mental Diseases, has written 
in the Monthly Bulletin of the Massachusetts So- 
ciety for Mental Hygiene of the need of additional 
hospital facilities for the mentally ill, particularly 
for the Metropolitan District, which resulted in the 
initial appropriation by the Legislature of 1927 of 
one and a half million dollars for this purpose. A 
site had already been acquired, lying in part in 
Waltham, Belmont and Lexington, and it was de- 
termined that the construction of this hospital should 
be based upon the actual need of patients and the 
communities from which they are to be drawn. A 
survey was .consequently made of the fifteen insti- 
tutions under the supervision of the Department, and 
in addition all discharges from the Danvers State 
Hospital for the past ten years—about 7,000 cases— 
were reviewed. 

Dr. Neil A. Dayton directed this survey with the 
assistance of an advisory committee consisting of 
Edwin B. Wilson, Professor of Vital Statistics, Har- 
vard School of Public Health; Dr. James V. May, 
Superintendent, Boston State Hospital; Dr. C. Mac- 
fie Campbell, Director, Boston Psychopathic Hospital, 
and Dr. Henry B. Elkind, Medical Director, Massa- 
chusetts Society for Mental Hygiene. 

Work on the new hospital has already been be- 
gun, contracts having been awarded for an adminis- 
tration building, a nurses’ home for 150, and three 
continued treatment buildings, each of 152 beds. 

The hospital is to consist of two large units, one 
for acute and for continued treatment, to be sit- 
uated on knolls with between them the service facili- 
ties of the hospital. On either side of the reception 
building will be located buildings for disturbed pa- 
tients. At the opposite end of the quadrangle of the 
acute group will be the hospital building, in which 
patients from both groups will receiye treatment for 
physical conditions. 

Special efforts are being made to avoid the ap- 
pearance of a custodial institution, and in order 
that the new hospital will be of the most modern 
type a careful study of hospital construction through- 
out the country has been made. 





MENTAL DISEASES IN THE UNITED STATES 


The United States Department of Commerce has 
recently published a preliminary report of a census 
of State and Federal hospitals for mental diseases 
in 1926. Complete returns from 30 States, covering 
105 hospitals, showed 36,936 first admissions in 1926 
as compared with 34,362 in 1922, or an increase of 
7.5 per cent. The number of first admissions has in. 
creased only a little more rapidly than the genera) 
population, however. New Hampshire and the Dis- 
trict of Columbia had the highest rate of first ad- 
missions in 1926. 

In summarizing the report the modern hospital 
points out that the increase in the number of first 
admissions may represent an expansion of hospital 


“facilities rather than an increase of mental disease. 
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COMPARISON OF DISEASE INCIDENCE IN CONNECTICUT 


WITH 1927 AND SEVEN YEAR AVERAGE 
















1928 “ MONTH ENDING APRIL 214 1927 
& 
3 § 
$3% 
a a + Ow” © © 
N 9 ~ lanl an? N N for) et 
. ° e * £3 a ° * . 
on ee at Gee ee 
zs £2 ¢ @ 8. ee ae oe 
wm 80 wo tO ao BO a 89 
Se ee ee ee 
~ ee] ao] ~o oor Mo) ~c wc ~~ 
oe 8 eae 8 Beg 
“Reigek e « SISa. A ; ; 
Pr eS 6 Oe: 6 4g 
Actinomycosis - - ~ ~ - - - - - 
Anthrax — ~ - = = a - - - 
Botulism - - - - - - - - o 
Cerebrospinal Yen. 1 1 3 7 1 ~ - 2 1 
Chickenpox 90 81 85 64 | 46 131 85 80 44 
Conjunctivitis Inf. 7 2 ~ - 4 - - - 7 
Diphtheria 23 39 25 28 | 33 20 20 35 22 
Dysentery, Amoebic - - - - - - - ~ ve 
Dysertery, Bacillary - - - - - - - - - 
Encephalitis, Evid. - 1 - 1 - 1 1 1 
Favus - - - - - ~ - ~ - 
German Measles ~ 6 « 4/113 11 14 17 10 
Hookworm Infection - « *- - ~ - - - - 
Influenza fe 9.13 3 88 ie * | 7 6 
Leprosy - - - - - - « 
Malaria - - ~ ” - - - - - 
Measles $01 317 371 369 j221 * 115 102 95 £77 
Mump s 221 275 28h 172 49 45 46 30 28 
Paratyphoid Fever - ~ - - - - - ~ - 1 
Pneumonia *(Broncho) 45 36 34 22 | 52s 51 31 «3233 
Pneumonia (Lobar) 81 61 80 48 | &2 66 50 45 = §2 
Poliomyelitis. - ~ - - ~ ~ 1 ~ - 
Scarlet Fever 55 222 95 8&7 1 91 136 94 101 &5 
Septic Sore Throat 1 1 3 2 1 3 2 1 4 
Smallpox ~ - - 2 - - - - 
Tetanus 1 ~ ~ - ~ - - ~ - 
Trachoma - 2 ~ ~ - - - « o 
Trichinosis 2 ~ 2 2 - o o én . 
Tuberculosis (pul.), S&S 2 @ aIS 32 32 32 26 
Tuberculosis (o.f.) 4 5 3 2 5 1 2 4 5 
Typhoid Fever 1 1 1 3 1 1 - ~ 1 
Tvphus Fever ~ - ~ - - - a a ” 
“hooping Cough 130 97 111 £94 | 61 47 38 36 26 
Gonorrhoea 19 30 39 20 15 13 43 32 3 
Syphillis 41 45 54 39 29 19 26 25 10 


*Average for three years. 


during the past seven yearSe 





Made reportable January 1, 1925. 


Remarks; No 
cases of cholera, Asiatic, glanders, plague, rabies in humans and yellov: fever 
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Number 12 
—JASSACHUSETTS LEGISLATIVE 
NOTE 


No. 323 provides for the investigation 
ssioner of public health relative to the 
f bedding and upholstered furniture. 
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OBITUARIES 


AYRES P. MERRILL, M.D. 


P. Merrill of 519 North Street, Pittsfield, 
died May 2 at the House of Mercy Hospital. 

He was graduated from Dartmouth Medical School 
in 1905. In Pittsfield he was engaged in general 
practice and had charge of the X-Ray Department 





genate bill 
py the commi 
manufacture 0 





pr. Ayres 








AYRES P. MERRILL, M.D. 


at the House of Mercy Hospital, paying especial at- 
tention to orthopedics. Dr. Merrill had served as 
the President of the Berkshire District Medical Soci- 
ety and was Secretary of that district at the time 
of his death. 

His illness began on April 26 in Boston while visit- 
ing there for the purpose of testifying in a court 
case. When he returned home, although ill, he at- 
tended a meeting of the House of Mercy Hospital 
Staff, but upon the advice of Dr. Bruce W. Paddock 
remained at the hospital that night. An operation 
was performed next morning for conditions which 
may have resulted from an operation for appendicitis 
twenty-five years ago. 

Dr. Merrill conducted a very successful campaign 
for the entertainment of the Massachusetts Medical 
Society in Pittsfield in 1923, thus breaking the cus- 
tom which had been in practice for. several years 
of holding the annual meeting in Boston. The suc- 
cess of his efforts was so marked that since that time 
one other meeting of the Society has been held out- 
side of Boston and plans are being made for the next 
meeting in Worcester. 

During his student life at Dartmouth Dr. Merrill 
completed a four years’ course in three years and 
was given the distinction of honor student. At one 
time he served the New Hampshire State Board of 
Health as bacteriologist when the regular incumbent 
was away. 

He did much experimenting and research work in 
physics in his shop in the rear of his North Street 
home. 





Dr. Merrill’s health had not been good during the] 





past year but it was hoped that he would be able 
to recover from that disability which had necessi- 
tated his relief from active work for a time. 

Dr. Merrill is survived by his parents, Mr. and 
Mrs. Charles E. Merrill, and a sister, Mrs. Charles L. 
Barker of California. 

He was interested in sports and was a member of 
the Mystic Lodge of Masons, Y. M. C. A., Park Club 
and Berkshire Hills Country Club. 

Dr. Merrill was born in 1877. He was a conscien- 
tious and devoted worker in the field of medicine and 
was especially loyal to and interested in the affairs 
of the Massachusetts Medical Society. 

A very appreciative editorial has been published 
in one of the local papers in which tribute is paid 
to his profound sympathy for the children coming 
under his care, his unbounded energy, his knowledge 
of mechanics which he applied to the treatment of his 
cases, and his maintenance of the buoyancy and zest 
of youth. His hold on the affections of his fellow 
doctors and the community was unlimited. 





AMASA ELLIOT PAINE, M.D. 


Amasa Elliot Paine, the son of Amasa and Susan- 
nah Paine, was born in Truro, Mass., in 1843, and 
was educated in the common schools and Truro 
Academy. 

He entered Harvard Medical School in the spring 
of 1862 and in August of that year he enlisted (from 
Truro) for nine months, being assigned to Com- 
pany EH, 43rd Regiment and was later transferred 
to the regimental hospital. His regiment was dis- 
charged July 30, 1863, and he returned to Harvard 
Medical School in October where he continued his 
studies until June, 1864, when he re-enlisted, was 
appointed a Medical Cadet and assigned to Mt. Pleas- 
ant Hospital in Washington, D. C. While there 
he was able to pursue his studies at Georgetown 
University Medical School, from which he graduated 
in 1865 and in August of that year was promoted 
to the position of Assistant Surgeon to 104th Regi- 
ment Colored Volunteers, stationed at Beaufort, S. 
C., and in February, 1866, was discharged from the 
service. He then returned to Cape Cod and entered 
upon the practice of medicine in Wellfleet. In May 
1867 he married Lucie W. Ritter of Washington, 
D. C., and moved to Taunton where he continued 
his practice until September when he removed to 
North Bridgewater now Brockton in which place 
he resided up to the time of his death, September 
30, 1927. 

In 1877, with the passing of the coroner and the 
establishment of the Medical Examiner system, Dr. 
Paine was appointed Medical Examiner by Governor 
Rice for the First Plymouth District which position 
he creditably held for forty-nine years, resigning 
when his failing health rendered him unable to 
perform its duties. He had previously served as 
Town Physician and as a member of the Board of 
Health of the City of Brockton. 

He was actively interested in the affairs of the 
Brockton Hospital, having served on its Executive 
Board as well as Chairman of the Consulting Board. 

He was affiliated with the American Medical As- 
sociation. He held membership in the Massachusetts 
Medical Society since 1872, was President of the 
District Society in 1891-1892, and served as Councillor 
for many years. 


In the Massachusetts Society of 
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which he was the last surviving charter member, 
he served as its Treasurer. 

He was a member of the Loyal Legion; also the 
Massosoit Lodge, I. O. O. F.; Fletcher Webster Post, 
G. A. R., and the Commercial Club, all of Brockton. 

His widow and two daughters survive him. His 
long term of service as a physician and his Medical 
Examinership in the District made him an outstand- 
ing figure among medical men of the Common- 
wealth. 

Those privileged to know him, honored him for 
his integrity and good-fellowship. His character 
was of sterling excellence and one would go a long 
way before finding a better man. He had a most 
retentive memory and was rich in good works. 

Surviving comrades testify as to his wise coun- 
sels and helpfulness to the soldiers while in the 
service, which won their highest regard. 

He was actively interested in all the organizations 
with which he was affiliated and was rarely absent 
from his regimental reunions, where he took keen 
delight in reminiscing on Civil War experiences 
with old comrades. 

We have conformed to the usual custom of prepar- 
ing a record of the life and achievements of a de- 
ceased member, but more than this can be read into 
the obituary record of Dr. Paine, for he typified 
a class of medical men who have made our profes- 
sion an outstanding organization with a nobility all 
its own. 

It is now generally recognized that the poor coun- 
try boy can no longer aspire to become a physician, 
by reason of the expense and years of study neces- 
sary to meet present requirements. If this diffi- 
culty can be overcome and we can again draw from 
the rural districts, those boys with high ideals who 
have been taught that a good name is rather to be 
chosen than great riches: boys who can put other 
ambitions aside in order to serve their country and 
who love their fellow men and prove their love by 
service, then we need have no anxiety as to the fu- 
ture of our profession for its high standards will 
continue to be maintained. 

On November 23, 1915, at a banquet at the Com- 
mercial Club in Brockton, the Plymouth District So- 
ciety honored Dr. Paine and four other members 
who had practiced medicine for fifty years, all of 
whom were veterans of the Civil War. The toast 
then tendered them we now offer as a tribute to his 
memory. 

“Honor to the men who bring honor to us, 
Glory to the Country, dignity to character, 
Wings to thought, knowledge of things, 
Precision to principle, sweetness to feeling, 
Happiness to the future.” 


(Signed) GILMAN Oscoop, 


JOSEPH FRAME, 
Lorinc B. PAcKARD. 


oro -—™ 
CORRESPONDENCE 
THE MEAT DIET 





The general interest of the profession in the all 
meat-proteid-diet of Stefansson, the Arctic explorer, 
leads me to express a few thoughts on proteid metabo- 
lism which may help to explain the possibilities of 
such a diet. 

The daily normal diet of a man of 70 K weight 
doing ordinary work, consists of 400 gms. Carbohy- 





drate, 100 gms. Proteid and 100 gms. of 
ing a total of 2900 calories. Civilized man you 
these values from vegetables, fruits, flours ttn 
meat, fish, eggs and cheese, and from cream, Gat 
bacon and oil dressings; but Stefansson ob , 
same food values from proteids alone exclusively 
the form of meat. How does he do it? a 

Diabetic studies on proteid metabolism show 
proteids absorbed from the alimentary canal as 
acids first replace the body loss of Proteids by 
uniting into proteids as body protoplasm, and the 
the remaining acids, after being deaminized, lit 
into 58% carbohydrates and 44% fatty acids, In 
way the original proteid food in the course of meta). 
olism supplies the body with carbohydrates and fats 
just as perfectly as if they were eaten in the form 
civilized man has adopted. 

For a man of 70 K weight at moderate Work the 
normal diet is as follows: 





Normal Diet 





re. C.H. F. 
100 400 100 Gms. 
4 4 9 
400 1600 900 calories 


Total 2900 calories 


If meat alone is used, 37.7 ounces of lean mea 
must be consumed to produce 2900 calories, sing 
each ounce of meat contains 8 gms. P. and 5 gms, F, 
equalling 77 calories. If such an amount is eate 
301.6 gms. P. and 188.5 F. will be supplied to the 
economy. 


Meat Diet 
P. F. 
301.6 Gms. 188.5 Gms. 
58% | 44% 132.7 from Proteids 
1. 
C.H. Fats 
174.9 132.7 22.1 to glucose, 10% 
From Fats 32.1 265.1 Gms. F. 
207. Gms. C.H. 
Proteids during their metabolism produce 58% 


C.H. (174.9 gms.) and 44% F. (132.7 gms.). Adding 
the fats together we have 321.2 F.; but fats during 
their metabolism convert 10% (32.1 gms.) to gl 
cose, which added to 174.9 C.H. gives 207 gms, CH 
as a total. This loss of fats to glucose reduces the 
fats to 289 gms. F. as a total. So that the final ratio 
of C.H. to F. is 207 gm. : 289 gm. As this is well 
below Woodyatt’s ratio of 1:1.5 no acidosis would 
result. 

Stefansson further relates that among northem 
people where the diet is exclusively of meat, consti- 
pation with all its evils is unknown. Also it is ger 
erally realized medically that the proteid diet has 
a “specific dynamic” effect in increasing the general 
metabolism, it being a general tonic to all bodily 
functions. It would seem as if this effect might bk 
utilized in the widely existing conditions of low blood 
pressure resulting from rundown conditions or fol 
lowing infectious diseases, as repeated attacks of 
influenza. 

It is possible since Stefansson after living for 
seven years continuously on meat alone shows 00 
signs of rheumatism, gout, nephritis or high blood 





pressure that our ideas on meat feeding need some 
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revis Also it is possible that in advance 
are there is a low blood pressure and a low 
poor Abd of all the organs including the pancreas 
oe eat diet might be used for its specific dynamic 
on ally as the preceding résumé of proteid 


eci 
penoved shows that an excessive amount of fats 


idosis would not be produced thereby. 
— Gro. H. Tutrie, A.B., M.D. 


South Acton, Mass. 





4 NCIL 
LES ACCEPTED BY THE A. M. A. COU 
aes ON PHARMACY AND. CHEMISTRY 


Tus New ENGLAND JOURNAL OF MEDICINE: 
In addition to the articles enumerated in our let- 
ter of March 30th, the following have been accepted: 
i —E -Cheney. 
he Cheney Chemical Co. Ethylene er ' 
: Fougera & Co.—Lipiodol-Lafay; Lipiodol Radio- 
logique Descendant; Lipiodol Radiologique As- 
cendant. 

Mead Johnson & Co.—Mead’s Powdered Boilable Pro- 
tein Milk. 
Swan-Myers Co.—Ephedrine Swan-Myers; Ephedrine 

Inhalant-Swan-Myers. 
Winthrop Chemical Co., Inc.—Phanodorn Tablets, 3 
grains. 
Yours truly, 
W. A. Puckner, Secretary. 


-— 
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NEWS ITEMS 
MEDICAL ZOOLOGY 








The fourth of a series of key-catalogues on med- 
ical zoology published by the United States Public 
Health Service and consisting of Bulletin 150, Hy- 
gienic Laboratory, covers in detail insects in their 
relation to health and disease, both as external para- 
sites and as transmitters of disease. The bulletin 
takes up the subject in great detail and is thor- 
oughly cross-indexed. 





A HEALTH WEEK DEMONSTRATION IN LYNN 
—As a Health Week demonstration a luncheon was 
held at Pythian Castle, Lynn, at 12:15 o’clock on 
Wednesday, April 25, 1928, sponsored by the Fed- 
erated Women’s Clubs of Lynn. Dr. William T. Hop- 
kins, Commissioner of Public Health, of Lynn, acted 
as chairman and introduced the following speakers: 
Dr. George H. Bigelow, Commissioner of Public 
Health for the Commonwealth, Dr. Murray P. Hor- 
wood of Boston, who spoke upon Child Tuberculosis, 
Dr. Francis Carter Wood of New York City, who 
spoke upon Cancer, and Mr. Carl Schrader, who 
talked upon organized play for children and adults. 

The meeting was largely attended, taxing the ca- 
pacity of the hall. 


~<a 
ae 


NOTICE 
THE HOUSEHOLD NURSING ASSOCIATION 





Miss Katherine Shepard, Superintendent of the 
Household Nursing Association, 222 Newbury Street, 
Boston, is preparing new notices in regard to a 
Maternity Service in Boston and vicinity that will 
be within the means of those who cannot afford to 
go to a hospital. A graduate nurse is provided 
and an attendant nurse if necessary for after care. 
The attendant nurses of the association are super- 


vised by graduate nurses and have been thoroughly 
instructed on how to care for mother and baby. 
Miss Beatrice C. Holland is in charge of the 
maternity service. 

—— — 


REPORTS AND NOTICES OF 
MEETINGS 





MEETING OF THE MASSACHUSETTS ASSOCIA- 
TION OF BOARDS OF HEALTH 


The quarterly meeting of the Massachusetts Asso- 
ciation of Boards of Health in Boston on Thursday, 
April 26, had for its topic, “Pneumonia Quarantine 
in Pittsburgh,” the subject being introduced by Dr. 
Philip E. Marks, Superintendent of the Pittsburgh 
Bureau of Infectious Diseases, and the discussion 
begun by Dr. Hans Zinsser of the Harvard Medical 
School. The original presentation of the general 
statement was by Dr. C. J. Vaux, Director of the 
Department of Public Health, Pittsburgh, since de- 
ceased, in a paper before the Lackawanna County 
Medical Society at Scranton, Penn.,* and a review 
of the experiment was given by Dr. H. J. Benz, 
Superintendent of the Pittsburgh Bureau of Child 
Welfare, at the Cincinnati meeting of the American 
Public Health Association.+ 

Dr. Marks said that the control of morbidity and 
mortality of pneumonia is one of the major problems 
in this country. Research has accomplished but little 
toward definite establishment of relationships of cli- 
mate, infectiousness, environment, or the effect of 
the personality of the individual, while laboratory 
work is in a very incomplete condition. 

Pneumonia may be caused by any one or any com- 
bination of a number of organisms which cause an 
inflammation of the lung, and should be considered 
as closely related to that group of acute diseases 
whose common feature is a local manifestation in an 
inflammatory process in the lungs. It is endemic 
everywhere in the world, although all countries are 
not affected to the same degree. Its virulence is not 
the same in all countries, or in all parts of the same 
country, nor is it the same every year. It is a sea- 
sonal disease, the morbidity usually increasing in 
cold or wet seasons. It is more common in cities 
than in the country, the ratio being about fifty per 
cent. greater in the former. 

In the United States pneumonia ranks first in the 
list of acute communicable diseases as a cause of 
mortality, and has been termed, “the captain of the 
men of death.” On the one hand there is plenty of 
proof of the prevalence and high case mortality, but 
information is very imperfect as to cause, prevention 
or cure. 

From the public health point of view the specific 
character of the disease or the particular organism 
that causes it, makes little difference in view of the. 
possibility of contact infection. This possibility is 
sufficiently well established to justify one step to- 
ward control, namely, isolation of the patient, and 
modified quarantine of the premises. 

In Pittsburgh many secondary cases of pneumonia 
in the same household were reported to the Board 
of Health, and the result was an investigation by the 
authorities. During Mareh, 1924, the month preced- 
ing the establishment of the quarantine, twenty-two 


*Published in the Journal of the A. M. A., December 11, 1926. 





tPublished in the American Journal of Public Health, April, 
1928. 
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multiple deaths from pneumonia were investigated. 
Generally laboratory data were lacking, but the direct 
contact of a well person with one sick with pneumo- 
nia, who in turn became ill with the disease within 
a few days, was completely authenticated. 


The following reasons were fundamental in coming 
to the decision to establish quarantine:—Pittsburgh 
was charged in 1923 with having the highest pneu- 
monia mortality rate of any city in the country; 
in preventive medicine practically nothing had been 
accomplished toward reducing the morbidity from 
pneumonia; and finally the suggestion of quarantine 
was approved by the local medical organizations. 


The group of reportable pneumonias was made all- 
inclusive, naming five general groups, lobar, broncho, 
complicating influenza, complicating other communi- 
cable diseases and all other forms, such as traumatic, 
anesthetic, senile, etc. The quarantine is a modified 
one, optional in some cases with the health depart- 
ment, and may include placarding, isolation of pa- 
tient, prohibition of visitors, with no restrictions 
on the members of the household including school 
children, providing the isolation is complete and 
instructions are properly carried out. No definite 
number of days for quarantine is specified, the period 
being until the recovery of the patient or his death. 

Complete sanitary cleansing of premises is re- 
quired before release. No funeral restrictions are 
imposed. 

The following table gives some comparative figures 
for deaths from all forms of pneumonia. 1923 was 
the last year of no quarantine; in 1924 the quaran- 
tine was in force for nine months, and 1925 was the 
first full year of quarantine. 
































































MorTALITY FROM PNEUMONIA (ALL Forms) 
IN PITTSBURGH 


Year Number Rate per 100,000 
1923 2,295 371 
1924 2,074 « 331 
1925 1,688 264 
1926 1,255 197 
1927 1,180 177 


Dr. Marks frankly admitted that quarantine is not 
the whole story by any means, but presented his fig- 
ures for what they are worth. He argues that iso- 
lation and quarantine are a valuable first step toward 
control, and, indeed, essential. A second step is sug- 
gested in an interest aroused in the public and 
among physicians toward prevention. A third step 
is the organized study in centers of population so 
that preventive measures found to be effective may 
be adopted. It is possible, as a community effort, to 
conduct the study on a large scale, but it must be 
thoroughly scientific and in the hands of trained 
persons. There should be close coéperation in this 
work with hospitals, laboratories, official health agen- 
cies, civic organizations and physicians. 

Dr. Zinsser, in discussing the paper of the meet- 
ing, agreed that quarantine, which had been tried 
off and on since Johannasen’s suggestion in Den- 
mark, was an important factor in pneumonia pre- 
vention, but he emphasized that it is only one factor, 
and perhaps not the most important one. 

He then discussed the epidemiology of pneumonia 
from the point of view of the balance between re- 
sistance and infectiousness of the organisms, and 


16) 





sesses a considerable resistance to pneu 
fections, materially higher than that of most in. 
tory animals. Pneumonia occurs epidemio 

as in labor camps, army cantonments, ete,, only whe, 
the general resistance of the community ig d 
lowered, coincident with an increase of the 

rate and general upper respiratory diseases SUCH as 
colds, bronchitis, etc. This was noticeable in 
camps, where many outbreaks in individual Rar 
ions sometimes followed forced marches in Wet 
weather, cold and wet sleeping quarters, fatigue and 
prolonged exposure. In several such outbreaks the 
types of organisms infecting different cases, even 
when they came from the same platoons and out of 
the same tents, were of different types, proving that 
common exposure to similar conditions was the im. 
portant factor, and not direct transmission from One 
individual to another in the sense of similar trans. 
mission in typhoid fever, etc. 

The sanitary point of view toward pneumonia, 
therefore, should equally consider the maintenance 
of conditions of resistance by personal hygiene, the 
diminution of the general sick rate of the milder 
respiratory diseases, together with avoidance of eX: 
posure to a quarantine of cases; the last factor be 
ing probably the least important of the three in the 
prevention of spread. 

Moreover, Dr. Zinsser felt that in the prevention 
of respiratory disease the quarantine factor was 
more important in its bearing on preventing indiyidy. 
als suffering from diseases like influenza, measles, 
diphtheria, whooping cough, etc., from being exposed 
to the respiratory organisms carried by other pa 
tients or physicians and attendants, than the other 
way around. In influenza and measles, diseases 
which by themselves in the uncomplicated conditions 
do not kill, the death rate is due to infection of the 
patient during the susceptible stages with the respi. 
ratory organisms—pneumococci of various types and 
streptococci—from people who came in contact with 
them, and the patient must be protected against the 
doctors and attendants in this way, rather than these 
against the patient. 

In spite of these considerations, Dr. Zinsser be 
lieved that the Pittsburgh experiment was an inm- 
portant and interesting one, and hoped that it would 
be persisted in in such a manner that definite con- 
clusions could result, since—after all, the correct 
point of view about matters of this kind could only 
be obtained by actual observation on man, rather 
than from theoretical considerations. 

There was considerable discussion about the regis 
tering of the names of physicians to whom toxin 
antitoxin is furnished, and the approval of the Asso 
ciation was manifested in favor of such records. 

Dr. M. Victor Safford of the Boston Health Depart- 
ment called attention to the fact that while much 
work has been expended in research with reference 
to diseases of the digestive tract, comparatively little 
has been done in studying infections of the respira 
tory tract. 





MASSACHUSETTS SOCIETY FOR SOCIAL 
HYGIENE 


The Annual Meeting of the Massachusetts Society 
for Social Hygiene was held at the University Club, 
on Wednesday, April 4, 1928. 

Bishop William Lawrence spoke of the past activi- 





made the point that the normal human being pos- 





ties of the society under the presidency of Charles 
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eS Welct; Dr. William Snow, General Director of 
- American Social Hygiene Association discussed 
= ogram for social hygiene throughout the coun- 
pace George Bigelow, Massachusetts Commis- 
pial of Public Health, Dr. Cecil Drinker, President- 
pe pv Dr. Helen McGillicuddy, Executive Secre- 
cs spoke of the program and plans for the Massa- 
ty. 
Oe sowing officers and Executive Committee 
Dr. Cecil K. Drinker, President; Dr. 
. Bigelow, Hon. Vice-President; Mrs. Maida 
rg ta Vice-President: Miss Mary E. Driscoll, 
Secretary; Mr. Robert M. Tappan, Treasurer. 
Executive Committee—Dr. Austin W. Cheever, Dr. 
Harold L. Leland, Mr. Herbert C. Parsons, Miss Eliza- 
peth Ross, Dr. Clarence L. Scamman; Dr. Helen I. 
D. McGillicuddy, Executive Secretary. 


were elected: 





SOUTHEASTERN MASSACHUSETTS ASSOCIATED 
BOARDS OF HEALTH 


At the spring meeting of the Southeastern Massa- 
chusetts Associated Boards of Health at Harwich 
on Friday, April 20, resolutions of sorrow and 
sincere sympathy on the death of Dr. Adam S. 
MacKnight of Attleboro were adopted at the morn- 
ing session. 

In the afternoon, Dr. A. P. Goff, county health 
officer, spoke briefly of the work of the county asso- 
ciation. Its broad objects are the better control 
of those diseases, the means of lessening which are 
known, and the encouragement of better sanitation. 
It works in codperation with the official agencies, like 
boards of health and the school administrations, and 
with voluntary health societies. Three diseases are 
well under control, typhoid, diphtheria and small- 
pox. There has been no death from typhoid in the 
territory of the county association in three years. 

Discussing typhoid, Dr. Goff noted that one mis- 
sion of the association is the elimination of surface 
outhouses. There are a few left, the risks from 
them being the infection of drinking water and the 
spread of disease by flies. At least they should be 
made sanitary by fly-proof screens. 

Betterment of cesspools and safeguarding of wells 
are among the items in the work of the association, 
together with improvement of milk supplies and 
dairies. Of late, since the recent discussions at ‘the 
State house on the matter, the association has super- 
vised the permits for shellfish shipping. Another 
line of activity lies in inspection of schools in co- 
operation with the school nurses. 

Dr. Lyman A. Jones, superintendent of the Pond- 
ville Cancer Hospital, outlined to the health officers 
the mode of obtaining admission, namely, by appli- 
cation signed by a physician and filed at the State 
House. 

The principal subject for discussion was the very 
practical one of “Town collection and disposal of 
Garbage.” In opening the consideration, G. Webster 
Hallett, health officer of Barnstable, noted that the 
problem varies with different conditions. Cities have 
regularly developed systems, but towns have made 
little advance. 

In outlining the Barnstable method Mr. Hallett 
laid down the fundamental principle that the house- 
holder should keep the garbage in a proper recep- 
tacle and in a place convenient for collection. He 
also spoke of four methods of disposal,—use for fill- 
ing, which is insanitary and attracts rats; burying, 








which may be efficient and sanitary if land in suf- 
ficient acreage is available and the burying carefully 
done; incineration, which is not economical; and 
feeding to swine. 

Towns should centralize garbage and rubbish dis- 
posal on land with several years’ capacity ahead, 
with all lighter rubbish passed through fire. Mr. 
Hallett gave details of the Barnstable “dump” which 
has proved excellent. 

With reference to feeding to swine, few towns can 
afford pigs and they have some disadvantages at 
that. Mr. Hallett closed with the general admoni- 
tion that health work is a legitimate overhead ex- 
pense and must be cared for in the town budget. 
Health officers should take their work seriously and 
lay out a well considered, definite program. ; 

Mr. L. S. S. Russell, health officer of Dartmouth, 
gave the health group something to think about 
in an outline of the Dartmouth plan. A reliable man 
was found who agreed to collect garbage from the 
householders at the rate of seventy-five cents each 
per month, feeding it to pigs on his own farm in the 
town. 

Mr. Russell declared the plan to be practicable and 
satisfactory, with no objectionable odors from the 
pigs. A detail of the technique is that the pigs are 
fed in a concrete trough and what remains after a 
feeding is buried and the trough thoroughly cleansed. 

Mr. W. Fred Delano, health officer of Fairhaven, 
and president of the association, stated that his town 
pays $2,200 for collection of garbage to be buried. 
Its citizens would resist individual payments for 
this service and there is no place where a piggery 
could be maintained without being a nuisance. 

For conclusion Mr. A. M. Thresher, superintendent 
of the New Bedford incinerator, outlined the practi- 
cal aspects of this method. 

The discussion emphasized the opening statement 
of Mr. Hallett that the problem varies with different 
communities. 





CANCER WEEK AT THE TRUESDALE HOSPITAL 


The following program in observance of Cancer 
Week was given, April 27, at the Earle P. Charlton 
Surgery of the Truesdale Hospital, Fall River: 

1. Dr. Fenner A. Chace: The rdéle of the Roent- 
gen Ray treatment in Epithelioma. 

2. Dr. Philemon E. Truesdale: Malignant Disease 
of the buccal cavity, stomach, and colon, with dem- 
onstration of cases. 

3. Dr. E. Lester Merritt: 
diagnosis of malignancy. 

4. Dr. Delano R. Ryder: Two cases of cancer 
of the buccal cavity after two and five years respec- 
tively. 

5. Dr. Joseph A. McLaughlin: X-ray diagnosis 
of carcinoma of stomach in contradistinction to ul- 
cer. 

6. Dr. William Mason: 
artery of the retina. 


Mistakes in Urological 


Obstruction of the central 





ANNUAL MEETING OF THE PLYMOUTH 
DISTRICT MEDICAL SOCIETY 


The annual meeting of the Plymouth District Medi- 
cal Society was held April 26, 1928. Reports were 
submitted by the following named committees: The 
Clinics and Health Associations, the Cancer Clinics 
and the Campaign for raising money to purchase and 
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equip a Home for the Massachusetts Medical Society. 

The following officers were elected: President, 
Dr. Thomas H. McCarthy of Brockton; Vice-presi- 
dent, Dr. Frederick W. Murdock of Brockton; Sec- 
retary-Treasurer, Dr. Loring B. Packard, Brockton. 

Dr. David Bridgwood read a paper under the title 
of “Glaucoma” which was scientific in its scope and 
profusely illustrated by lantern slides. 

Addresses were delivered by the retiring Presi- 
dent, Dr. Shaw, and the incoming President, Dr. 
McCarthy. Recognition of the work of Dr. Shaw 
was shown by a vote of thanks. 


WACHUSETT MEDICAL IMPROVEMENT 
SOCIETY 


The Wachusett Medical Improvement Society met 
at the Holden Hospital, May 2, 1928. 

Dr. James J. Goodwin, 202 Church Street, Clinton, 
Mass., presented a paper on fractures. 

Dr. Gilman Leeds Chase, 185 Chestnut Street, Clin- 
ton, Mass., read a paper on appendicitis. 

Dr. Everett H. Tomb, also of Clinton, Mass., gave a 
talk on anesthesia. 





ANNUAL CONVENTION OF THE MASSACHU- 
SETTS DENTAL SOCIETY 


The 64th Annual Convention of the Massachusetts 
Dental Society opened its four-day session at the 
Hotel Statler, Monday, May 7. It is reported that 
the total registration figure was in excess of four 
thousand dentists from all parts of the country but 
principally from Massachusetts. 

The result of the election of officers follows: 

President-elect Dr. Charles W. Hammett of Taun- 
ton automatically became president; Vice-president 
Dr. Thomas K. Ross of Fitchburg was elected presi- 
dent-elect, and Dr. Frank A. Delebarre of Boston was 
chosen vice-president. The following were re-elected: 
Secretary, Dr. William H. Gilpatric; assistant secre- 
tary, Dr. Robert S. Catheron; treasurer, Dr. Joseph 
T. Paul, and editor, Dr. H. Melville Quimby, all of 
whom are from Boston. 

There was on display at the Hotel, coincident with 
the convention, an unusually large exhibition of den- 
tal paraphernalia. Eighty companies were represent- 
ed. The exhibits included tools, furniture, sanitary 
apparatus and X-ray machines. 

Dr. Richard H. Norton delivered the annual ad- 
dress. Dr. Leroy M. S. Miner, dean of the Harvard 
Dental School, spoke on “A General Consideration 
of the Problem of Vincent’s Infection.” 





NORFOLK SOUTH DISTRICT MEDICAL SOCIETY 


At the meeting of the Norfolk South District Medi- 
cal Society held May 3 the following officers were 
elected: 

President: 

Vice-President: 

Secretary, Treasurer, Librarian: 
bury. 

Councillors: Cornelius A. Sullivan (nominating), 
Nahum R. Pillsbury (alternate), Thomas B. Alex- 
ander, Charles S. Adams, William G. Curtis. 

Censors: Cornelius A. Sullivan, Supervisor; Dan- 
iel B. Reardon, Fred A. Bartlett, Lewis W. Pease, 
John C. Fraser. 
Commissioner of Trials: 


Daniel A. Bruce. 
George M. Sheahan. 
Nahum R. Pills- 


Nathaniel B. Hunting. 





ESSEX SOUTH DISTRICT MEDICAL Society 


This Society held a special meeti 

the Hawthorne Hotel, Salem, on Wane dinner gf 

ning, April 25, 1928, in honor of Dr. Franels met 

Wood, First Vice-President of the American rater 

for - Spor ishe of Cancer, and Director of the 

seare aboratory for Cancer 

versity. . Colemants Uni. 
This rare opportunity to hear Dr. Wood was 

oughly appreciated by the members of the Society 


Wo. T. Hopkins, Reporter 





SOUTH END NEIGHBORHOOD MEDICAL CLUB 


The next meeting of the South End Neighborhoog 
Medical Club will be held at the office of the Boston 
Tuberculosis Association, 554 Columbus Avenue Bos. 
ton, on Tuesday, May 15, 1928, at 12 noon. 

John B. Hawes, 2d, M.D., 11 Marlborough Street, 
Boston, will speak on the “Early Diagnosis of Th. 
berculosis.” All physicians are cordially invited 

The usual luncheon will follow. 





THE TRUDEAU SOCIETY 


The next meeting of the Trudeau Society of Bos. 
ton will be held on Monday evening, June 4, 1928, 
at 8:15 P. M., in John Ware Hall, Boston Medical 
Library, 8 The Fenway, Boston. 

The speaker will be Dr. Evarts A. Graham of 
St. Louis; subject: “Remarks on Pulmonary Suppu- 
ration.” 

Physicians, medical students and nurses are cor. 
dially invited to attend this meeting. 

RANDALL CLIFFORD, Secretary, 


BOSTON DISPENSARY 





The June meeting of the Clinical Staff of the 
Boston Dispensary will be held at 25 Bennet Street 
on Thursday evening, June 7th, at 8:00 o’clock, 

The following papers will be presented by mem- 
bers of the Division of Research. 

1. “A Study of Bleeding and Clotting Time Be. 
fore and After Tonsillectomy.” H. J. Inglis, M.D. 

2. “The Diagnostic Value of Sugar Tests in Dia- 
betes. A Preliminary Report.” James H. Town- 
send, M.D. 

3. “The Diagnosis of Unilateral Diseases of the 
Kidney by Functional Tests.” Harold T. Chamber. 
lin, M.D., Joseph H. Pratt, M.D. 

4. “A Comparison of the Diagnostic Value of 
Functional Tests of the Kidney.” Louis H. Kramer, 
M.D., David Davis, M.D. 

All physicians are cordially invited to attend. 

MAYNARD Lapp, M.D., President. 
JOSEPH J. SKIRBALL, M.D., Secretary. 





NEW ENGLAND HEART ASSOCIATION 


A meeting arranged by the Hospital Committee, 
Dr. B. E. Hamilton, chairman, is scheduled for May 17 
at 4:45 P. M. at the Robert B. Brigham Hospital, 
Boston. 


PROGRAM 
1. Dr. Louis M. Spear: Experience with Chronic 
Cardiac Patients at the Robert B. Brigham Hospital. 
2. Mr. Howard Raymond, Industrial Aid Society: 
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ing Occupation for Adult Males with Heart} Annals of the Pickett-Thomson Research Laboratory. 
Obtaining Volume III. Williams & Wilkins, Baltimore, 1927. 
ahi Pp. 316. 


3. Miss Gertrude L. Fletcher, Bureau of Occupa- 

for Handicapped Women, Women’s Educational 
a Industrial Union: Obtaining Occupation for 
haut Females with Heart Disease. 

4, Miss Nathalie B. Upton, Social Service, Massa- 
chusetts General Hospital: Home Adjustments in 
Chronic Heart Disease. 

5. Miss Edith M. Terry, Social Service, Massachu- 
setts General Hospital: Home Instruction for Chil- 
dren Handicapped by Heart Disease. 

¢. Miss Susan J. Ginn, Director of Vocational 
Guidance, Boston: Vocational Guidance for Children 
with Heart Disease. 

7. Dr. Howard B. Sprague, House of the Good 
Samaritan: The Need of Beds in Hospitals for 
Chronic Cardiac Patients. 


i, 
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SOCIETY MEETINGS 


-11—Conference on Rheumatic Diseases. 
poe otties moe on page 472, issue of April 19. 
May 15—South End Neighborhood Medical Club. Com- 
plete notice appears on page 658. 
May 17—New England Heart Association. For program 
see page 658. 
June 4—The Trudeau Society. 
on page 658. 
June 7—Boston Dispensary. Complete notice on page 





De- 


Detailed notice appears 


g Meeting of the American Association for 
vie wer oF Golter. "aes page 425, issue of April 12, for 
complete notice. 

June 18-22—Convention of the Catholic Hospital Asso- 
ciation. Complete notice appears on page 1597, issue of 
February 16. 
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BOOK REVIEWS 








Diseases of the Hair and Scalp, by S. Dana Hovps- 
BARD, M.D. Lea & Febiger. Philadelphia. 1928. 


This book is the first American book on this sub- 
ject since the one by Jackson and McMurtry in 1912. 
It should prove a valuable addition to dermatological 
literature. 


The first part, 62 pages, discusses quite thoroughly 
anatomy and physiology of the scalp and hair, to- 
gether with numerous general considerations about 
these areas. The author has accumulated many stray 
facts about hair and discusses numerous legends re- 
garding hair. 

Part II emphasizes the altogether too much neg- 
lected hygiene of the scalp, and discusses cosmetics 
very well. Included in this discussion is a model 
legislative act on regulation of beauty culture, as 
well as the New York City ordinances on the same 
subject. This takes up about one-third of the book. 

More than half of the remainder is devoted to a 
discussion of various diseases of the scalp and hair, 
alphabetically arranged. Both the usual and un- 
usual manifestations of disease are discussed. It 
seems curious that hardly any mention of the use 
of x-ray, in ringworm for example, is made here. 

In Part IV, treatment is taken up in considerable 
detail, one chapter being devoted entirely to the use 
of x-ray, and apparently taken very largely from 
MacKee’s book. There is an appendix containing 
humerous prescriptions. 

On the whole the book can be widely used with 
benefit by the general practitioner and student. 





This volume is an elaborate study of the strepto- 
cocci giving a thorough histological review of the 
work done on this group of organisms and a useful 
summary of the characteristics of each known mem- 
ber of the streptococcus group. A very complete bib- 
liography is appended and there are a considerable 
number of strikingly handsome plates illustrating 
the morphology of the organisms under the micro- 
microscope, and the gross appearance of the colonies 
on various media. There are five colored plates illus- 
trating the colonies and the surrounding zones of 
hemolysis as seen on Crowe’s medium. 

Aluminum Compounds in Food. By Ernest E. 

SmirH, PH.D. M.D. Paul B. Hoeber, Inc., New 

York City, 1928. pp. 361. 


The book contains the results of studies relating 
to the presence and effects of compounds of aluminum 
in food form, the scientific literature, the researches 
on this subject by the author, and the digest of the 
referee board of scientific experts report on the in- 
fluence of aluminum compounds on the nutrition and 
health of man. Some of the phases of this subject 
discussed are the national occurrence of aluminum 
and the added compounds of this metal, in food, the 
litigations relative to baking powders containing 
salts of aluminum, and the action in the alimentary 
tract of food prepared with S. D. S. baking powder, 
etc. The board of experts, comprising Drs. Ira Rem- 
son, R. H. Chittenden, J. H. Long, A. E. Taylor and 
Theobald Smith, find that aluminum compounds 
added to food in small quantities are not injurious 
to health, but in moderate quantities (up to 200 mgs. 
daily) may provoke mild catharsis. And large quan- 
tities of aluminum in baking powder may produce . 
an occasional attack of colic. 





Nerve Tracts of the Brain and Cord. By Wi11amM 
KEILLER, F.R.C.S., Ed., Professor of Anatomy and 
Applied Anatomy, University of Texas. New York, 
The Macmillan Company, 1927. pp. 432. 


This volume is a text book on the anatomy of the 
brain and cord, written for medical students. The 
subject is handled in a rather unusual manner, and 
the book is evidently designed to serve as text book 
in courses given by the author. It should fill this 
purpose admirably. 

It is evident throughout that the author desires 
his students to think of neurological anatomy, not 
as a meaningless jumble of Latin names, but as a 
system of definite anatomical structures having defi- 
nite and important functions, the knowledge of 
which is as much a part of knowledge of anatomy 
as the names of the structures themselves. 

Part I pertains to the laboratory study of nerve 
anatomy and may be used as a manual for such 
study. Part II is descriptive and presents a good 
word picture of the anatomy and physiology of the 
central nervous system. Part III is devoted to ap- 
plied neurology, and here again the method is un- 
usual. Anatomy, physiology and pathology are 
brought together in a very interesting manner. If 
the author’s scheme of teaching is used it should 
prove a valuable and instructive text book-.for the 


course. 
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The illustrations are numerous and are largely 
grouped at the end of the book. To my mind this 
is a poor arrangement. Illustrations should be scat- 
tered through the text which they illustrate. They 
are mostly pen drawings and, while not as decorative 
as the more formal type of illustration, they are, in 
the main, clear and forceful. 

I believe that this book has a definite place. It 
presents neuroanatomy in an unusual way, and yet 
in a way which makes the study of this most difficult 
subject more attractive. Because of this unusual 
presentation it is not as satisfactory for a reference 
book as some of the more conventional neuro- 
anatomies. 





Elements of Physiology. By Ernest G. MArtTIN, Pro- 
fessor of Physiology in Stanford University, Cali- 
fornia, and Frank W. WryMovutTH, Associate Profes- 
sor of Physiology at the same place. Philadelphia, 
Lea and Febiger, 1928. Fp. (34. 


This is a book of marked distinction. In the first 
place the attempt has been made to present a body 
of knowledge sufficient for the needs of medical and 
other advanced students within the compass of a 
volume about a third smaller than the three standard 
texts with which it is natural to compare it. This in- 
volves the exclusion of much material and the de- 
cision as to what should be left out must have con- 
stituted a heavy task for the authors. It has been 
faced with much wisdom. In spite of condensation 
the book gives an impression of completeness and 
good proportion. 

In its plan it departs from the traditional arrange- 
ment. First, there is a concise and up-to-date dis- 
cussion of protoplasm with the requisite exposition 
of colloids, ions and electric charges. Next we have 
the biology of the cell and then the differentiation of 
the tissues. The topics of cell environment and inter- 
action follow. Attention is now directed to the high- 
ly organized systems and the means of their mainten- 
ance,—circulation, respiration and digestion. Finally 
there is an ample treatment of the reaction of the 
body to its surroundings, the physiology of receptors 
and effectors. Here is Doctor Weymouth’s chief con- 
tribution, an unhackneyed account of the sense-or- 
gans abounding in facts which it would be difficult to 
find elsewhere. 

This quality of freshness in subject matter char- 
acterizes the work of both the authors. The style of 
each is lucid and sprightly. Numerous cross-refer- 
ences are furnished which will help the student to 
correlate the contents of the different chapters. A 
bibliography is supplied which is the more valuable 
for being limited to a relatively small number of 
sources. The reader profits by the mature judgment 
of the writers end finds that only those articles which 
have uncommon interest and reliability are recom- 
mended. 

Gynaecology. By Howarp A. KELLY AND COLLAB- 

ORATORS. 


This is a text book consisting of a collection of 
monographs by Kelly and other recognized authori- 
ties in the specialty of gynaecology, many of whom 
are present and former students and associates of his. 

In the preface Kelly speaks of the fact that it is 
rare for one man to write two books on the same 
subject at an interval of a generation. He then enu- 
merates the astonishing advances that have been 
made in the last twenty years in gonorrhoea, steril- 











ity, endometrial growths, cancer, endoerin, 
dium treatment, and many other subjects, Tec 
ace, which is well worth reading as a resume Of those 
who have contributed to the advance of 3 
ends as follows: “My pleasant task i done a 
shadows fall well aslant my page; it ig almost Ps 
to draw the curtains and turn on the Great 

To boon companions and fellow-travellers all—Vaje» 
This is beautifully expressed, but we fee] that al 
who know him or who have been fascinateg by the 
characteristic manner in which he calls on his vast 
experience to illustrate his points as he writes 
hope that Howard A. Kelly will be spared for many 
more years of useful labor. 












As a whole, we do not think that the book is’ ag 
well co-ordinated and arranged as it would be if it 
had been written by a single author. We belie 
that it is easier to look up any one subject if & book 
be divided according to diseases rather than 9 
so far as possible, and if matters of operative tech. 
nique with descriptions of operations be grouped jp 
one section. That is difficult to arrange, however, 
in a collection of monographs where each individyal 
author has to put his whole contribution into oy 
chapter. We think that the specialist or practitione 
who has had practical experience will be able to 
get more out of the book than the undergraduate 
student because of the disconnected arrangement, 


The contents of the various monographs is exegl. 
lent. The anatomy and histology is clearly expregge4 
and easily understood. More should have been said 
about the male factor in sterility. In regard to le. 
corrhoea in children, Kelly says that the etiology i 
almost without exception gonorrhoeal. We do not 
believe that this is generally accepted now, but that 
a large percentage are due to simple infections regult 
ing from uncleanliness. The chapter on the fascia, 
and ligaments of the pelvis floor, by Farrar, is gooi, 

Ward’s chapters give a complete discussion of the 
treatment of cystocele and prolapse and of his oper. 
ative methods, which are excellent. We believe, 
however, that the subject would have been better and 
more fully treated if he had described some of the 
simpler operations also. The illustrations accom 
panying his article are exceptionally clear. 

Other good articles are those on fibroids, extra 
uterine pregnancy, cancer and menstruation and its 
abnormalities. The last is such a large subject that 
it has not been covered as fully as we wish it might 
have been, but one can look up the other articles by 
Novak and obtain complete information. We think 
that it would have been better to have combined the 
chapter on adenomyomata and endometriomata in 
one, as they have many points in common. Inte 
esting articles on protein therapy, radium, x-fj, 
pueumoperitoneum, electrothermy and _ psycopatho 
ogy end the book. 

The illustrating is well done, as it always is it 
any book of Kelly’s. Not all of them are by Brodd 
and Becker, for each collaborator has had his ow 
artist, but they are, with hardly an exception, ext 
lent. The same may be said of the photomicrograph 

On the whole, the book is a real contribution, 
cause it contains all the latest developments in gymat 
cology and the personal experience of the leaders it 
the field. We wonder if the next twenty years (al 
possibly show as great an advance as the last, but 
that is what Kelly wondered when he wrote his first 





book. 
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